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ABS-TBACT ' ■ ' ' 

A study examined th'e feasibility of using 
standardized health evaluation, counseling, aadi rehabilitation to 
■iiicrease'eaployability of welfdre recipients and to develop' a 
deapnstration B^)del for heal1:h service suitable for 'national 
iipleaentation in thejim (Bork Incentive Prograe) ^ Health 
evdluations of referred welfare clients shewed that the ccB»onest 
^health related probleas were hypochondriasis, neuroses^, obesity, and 
alcohoiisa. Clients with remediable health probleas w^re r^ndcaly 
Wsigaed to health intervention and ccntrcl groups. Ihe health 
-rehabilitation received by those in the intervention group decreased 
the nuBbet ojE health complaints and reversed hypochondriasis. In 
'addition to other positive findings, welfare grant reduction was 
substantially greater for intervention than control cii"eDts. A series 
of surveys were conducted to assist in evaluating the project and 
deyeiojping the demonstration model. Finally, the demonstration model 
.1 was proposed, specifying target population, aodes of delivery,, 
'staffing, staff training and tasks, location of staff, adainistrative 
' pitterii, process and iepleaentation. (A pajpr pc^rtioh of this 
dpcu sent includes the following appended inforaaticn: the feasibility 
sttidy, a comparii^on of the feasibility and demonstration projects, 
data tables, client case resumes, survey instruments , report forms, 
and client charts.) (Author/BM) 
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6. Finding: The kinds of health problems which are amenable to treatment 
within a health service in the national WIN system are emotional problems 
and symptoms which result from hypochondriasis, adverse h.ealth befhavior 

or medical neglect e.g. headaches, insomnia, excessive tiredness, "bad 
back", dental decay ^ as well as acute or chronic diseases if these are 
.not serious, multiple'^br. have advanced, to a point of permanent or gross 
disfiguration. • *\ ^ ' 

, Implication: The health service should prbv^TdYlrealth ^e3ucatlon ^iTT™ 
addition to health counseling and medical/dental referral. 

7. Finding: , Health rehabilitation led to a reduction in the. number of 
health complaints cited at the foil qw-up visits and lessened hypoc'hon- 
dri/asis. Reduction in hypochondriasis sliowed a strong relationship 

to success in employment. • ' . 

Irtiplication: A mast important component of a health service within 

WIN should* be. counseling with' respect to health perceptions. 

» • 

8i Finding: ^ T.he return of AFDC recipients to the labor force through 
health rehabilitation d.epends on the initial health $issessment and , 
appropriate ^selection of clients for the program, the skills of the , , 
health, counselor, the availability of suppoVt services and- more particu- 
larly, the job market. 

Implication: - AFDC cl tents should be selected for health services 
who have the potential .for 'rehabilitation. The health counselor should 
have skills in health educat^ion and counseling as well as a kn6wledge 
of locally available health and SQcial support services. Job develop-, 
ment appropriate to the needs of clients has to be given priority. 

9r«. Finding:. Predfctors of success wfth>espect to employment were 
founds to be motivation, cor#l iance, ^.higher IQ, ?nd education, the 
cHen^t -beYng a. female head of household with a eftild under 6 in the 
home, perception by the* client that health does not restrict work, 
fitness and absence of obesity. , , - . 

^ Implication: Priority for health rehqtbil itatlon and placement " 
. should be given. to WIN registrants, including volunteers with these 
characteristics. " • ' . 

10. Finding: In two 4)roject sites, one in a WIN and another in a 
npn-WIN system where AF'DC and other' public assistance clients were 

• afforded health education, couns,eling and advocacy, as well as medical/ 
dental care, a positive effect of the program on client placement was 

' obtained in the sample in the non-WIN system because they had' less 
severe health problems requiring treatment and because they were placed , 
in employment appropriate to their mental and physical capacities. 

Implication: . Success .of a }iealth* rehabil ita'tion service for AFDC 
cljents with respect to empldyabiltty. depends on supply (that is the 
charactenistics of the target group) and the demand (.platement oppor- 
tunities). , • ' 

xiii* ' ' 
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n. Finding : Expenditures for health evaluation and rehabilitation to 
fit clients for the work force were found to be cost effective over allow- 
ing clients to remain on welfare, if health problems are remediated on a " 
long-term basis. This assumes that persons with multiple and severe 
health problems, unlikely to respond to health intervention, are referred^ 
to other governmental programs. The cost of health rehabilitation was 
significantly, exceeded by annualized welfare grant reductions among 
^_ -c-lientvwho wpre-5uccessf.iLl-l-y,_p1aced. Health care other than that pro- 
vided by health counselors was covered by Title XIX. 

I mplication : ..Expenditures incurred for health rehabilitation are 
justified if long range health and employment goals are to be addressed. 

12. Finding : WIN regional directors in supporting our proposal for a 
-health component of WIN saw a need for uniform health evaluations by a 
WIN oriented .provixier and health services by a WIN employed counselor. 

Implication : The demonstration model should have two components, ' - 
viz. health evaluation by an assigned M.D. ,or nurse practitioners who 
will follow- a protocol and health services by a health counselor within 
the WIN system. 

' ' 13'. Finding : Representatives of agencies in contact with the project 
[WIN/SAU, WIN/DOl, DSS and NYSES]' found the project system of health 
evaluation superior to existent methods, positive facets being focus on 
emploj^ability, precise diagnoses, information on hypochondriasis and 
reporting system. Rehabilitation by the project did improve employability 
according to agency contacts. Disadvantages, of the project were WIN system 
project location; independence from WIN and lack of enforcement powers. 

* 

Implication : The demonstration model should maintain present focus 
but additiona.lly should become a component of W-IN and be more accessible 
to clients. . , 

14v Finding : A theoretical demonstration model for a 'health component 
in the WIN system was designed to include evaluation and services. 
Following consultation with WIN administrative staff, modifications were 
introduced such that a nurse practitioner or M.D. outside the WIN system 
would be assigned by contract to carry out health evaluations for WIN and 
a -health counselor/educator would become a WIN staff member to provide 
health services for WIN clients. Clients provided with health services" 
would be in the special programs category. 

Implication : It is the judgment of WIN staff that the demonstration 
model, as modified, can be incorporated into the VlIN system. 

~- . 15. Finding : It has been found within the WIN -system, in different geo- 
graphic locations, that there are multiple WIN units within counties which 
would offer comparison groups for implementation of various modifications 
of the demonstratipn-model . Modifications of the model pertain to presence 
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or absence of an appointed tIP or MD and qualifications/duties of the 
health counselor within the model, as well as the addition of a consnunity 
health worker jn the unit,where there is no appointed MD, 

Implication : Comparison of structure (staffing), process (health 
evaluation/services) and outcome between demonstration models and the 
classical system can be effected by .the proposed design. Comparison 
of outcome variables should be between localities, between units within 
a locality ^demonstration V-S. .classical.) , between demonstration models 
(demonstration 1 vs. demonstration 2 vs, demonstration 3) and between 
all units. Criteria of success will be: number of clients placed fol- 
lowing health evaluation in special programs; number of^clients post . 
health evaluation who received "special employment placement; number of 
clients following health evaluation who register for regular WIN; number 
bf clients who have been i'n special programs and/or in special placement 
employrttent who/ at a later date, register for WIN; change in welfare grants; 
change in size of unassigned recipient pool; and cost benefit analysis. 
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" CONCLUSIONS 



Welfare clients who are referred to WIT</SAU with medical problems 
require a comprehensive and standardized health evaluation to determine 
the etiology of their complaints, whether or not their health problems 
would be handicaps in a work environment, and the prognosis for 
successful rehabilitation with an employment goal. In the Cornell 
Health Rehabilitation Project, which is described in this report^, the 
most common me dical p roblems "considered remediable, wtiich were found ' 
among clients^, were neuroses, obesity and alCOhoVisrfl, Hypochondriasts 
was prevalent. Most clients had social as well as medical handicaps. 
In view of these findings we consider that health evaluation of 
welfare clients for WIN should be problem-oriented rather than disease- 
orfented. 

Of the health^ problems' that we encountered .among our clients, 
those that would be most amenable to treatment within a national WIN 
health service are emotional pro])lems and symptoms which result from 
hypochondriasis or adverse health behavior. This conclusion has been 
reached because these were the health problems that^esponded best to 
health intervention. It was found that the presence of aversive 
handicaps such as massive obesity and unattractive appearance 
associated with dental decay or skin disease as well as comn\uni cation 
handicaps such as borderline mental retardation, illiteracy or speech 
and hearing difficulties were severe barriers to the success of 
rehabilitation and placement. 

From the initial client evaluation, we were able to develop 
predictive indices of success with respect to employment. These 
indices included objective evidence of motivation. 

> 

Higher education and perception by the client that his/her 
health did not interfere with working as well as, fitness and absence 
of gross obesity were associated with success. We found that female 
heads of household with a-child ijnder- sixain the home wer^ likely ta - 
be successful in obtaining work or job training. If clients returned 
for a follow-up visit, this was also a good indicator of subsequent 
success in employment. 

In our project we had two health facilities for AFDC clients, 
one inside and one outside the WIN system. Successful placement of 
J, our clients following rehabilitation and also of control clients, 
without rehabilitation, were substantially greater in the program 
outside the WIN system. We ijdentified a low priority for the place- 
ment of clients with previous health problems by WIN/DOL. * 

I, ' 

It is therefore our conclusion that return of AFDC recipients 
to the Ubor force through health rehabilitation must depend, both . 
on the characteristics of the client ^roup and on the demand for 
their skills or services in the job market. The standardized 
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health evaluation, cn a problem-oriented basis, which we propose 
would allow selection of a clientele for rehabilitation services 
whose problems would be likely to be remediable and who might be 
expected ta be .successful thereafter in employment. 

Health units which could be introduced into WIN on a national 
basis should have two major components: that is, capacity for 
health evaluation and screening as well as a service component. 
Although we cannot at present override the client's right to health 
screening by their own MD, we do propose that if health evaluation 
is obtained from such a physician, that reporting should be on a 
problem-oriented medical record. Alternately we recommend that a 
jiurse practitioner or MD be assigned by WIN contract to carry out 
health evaluations .of WIN clients with health problems, further 
we propose that WIN units employ a health counselor who should have 
skills in health education and counseling as well as a knowledge 
of locally avELllable health and social support services. > Job 
development, appropriate to the needs of clients who have had 
health problems, should also be given priority. 

Our experience suggests that expenditures for health rehabili- 
tation, which can fit clients for the work force, could be cost 
effective over allowing persons to remain on AFDC if their health 
problems are in fact remediated on a long-term basis« It is assumed 
that in the future when WIN introduces health units, that health 
care other than that provided by health counselors and the initial 
evaluation provided by a qurse practitioner or MD would be covered 
by Title XIX. • 

Before developing a demonstration model, we communicated with 
WIN regional directors who saw a need for uniform health evaluations 
of clients claiming health problems as a bai;rier to employment. 
They also responded favorably to the idea of the introduction of a 
health counselor or health educator into the WIN system'. Administra- 
-.tocs..ajid.,WIN-.staft.w-ith^whom^we xrownunicated were- emphatic>JthaiJ:he- - 
demQpstration model for the WIN health unit be a component of the 
WIN systOT, 

In our proposed demonstration model, we believe that the tat^get 
population should be AFDC clients presenting at WIN/SAU with health 
problems as well as clients from the unassigned recipient pooVand 
VR rejects. We would like to see priori ti[ given also to WIN volun- 
teers ^with health problems if these are female heads of household 
v/ith children under six in the home. Persons within this target 
group would be referred within WIN/SAU to a health counselor who 
would then send clients for a health evaluation either by their own 
MD or by the assigned nurse practitioner or MD described above. 
FoMowirig receipt of a report from the nursjs ju;'actitioner or MD, a 
client conference would be held between the health counselor, the 
SAU counselor^ the employment counselor as welV as representatives, 
from VR o^ SSI if the. case suggested this need. Clients who. are not 
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found to have health problems affecting employability. would then have 
to register for WIN in the regular manner. Those with remediable 
health problems vould be put into" the "special .programs" category and 
in this situation would be made eligible both for health services and 
for special employment placement. Health services to be offered by 
.the health counselor would include health education, counseling, 
medical referral and assistance in obtaining health support services. 
After rehabi.litation and as clients are made fit for competitive 
employment, they would be expected to register for regular WIN. 

It Is our suggestion that several variants of th^is basic 
demonstration model should be put into operation such that differences 
in staffing could ba compared between units. Staffing differences 
would include in one unit the addition of, a health counselor/health 
educator only. In another unit, the appointment of a health counselor 
and the assignment of a nurse practitioner or- an MD to do health 
evaluations and in a third unit, the health counselor would also be 
a nurse practitioner and would carry out both the evaluation and 
the counseling. She/he would then be assisted by a community health 
worker. Xt is assumed that the demonstration model. would be set up 
in a region where WIN units offer several demographically similar 
groups so that comparison can be made of the demonstration model with 
the classical (present) system or if several' different demonstration 
models are set up, then also between the different models and the 
classical system. 
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I. BACKGROUND 



fi. Highlights of previous studies of inter-relationships between 
111-*heaUh, poverty and u nenployment" - 

It has been demonstrated that there are a wide range of health 
complaints that keep indigent people out of the work force. These 
include 1) symptoms that suggest. an inability to perform or perform 
consistently and welV in the employment sitMation, e.g. blackouts, 
dizziness, poor eyesight, hearing loss; 2) health problems that suggest 
an inability to cope with stresses of the work environment, e.g. 
nervousness, and breath! essness on exertion or heat intolerance 
associated with obesity; 3) complaints of frequent illness commonly 
associated with absenteeism, e.g. chronic bronchitis, cystitis, 
migraine, dennatitis; 4) medical conditions for which it Is difficult 
to exclude some degree of disability, e#g. back pains, restricted 
mobility of some parts of the body, varic 3e veins, asthma. 

While it is evident^ that these kinds of health complaipts will 
mitigate against the employability of socially advantaged as well 
as ^socially disadvantaged groups, they are a particular deterrent 
to the employment of persons with limited job skills or education. . 
Whether or not these health complaints are associated with objective 
physical or mental illness, they will have an adverse effect on job 
readiness, and will be predictors of failure in job interviews , and 
in the, actual work situation (1-3). 

Levitan, et al_. (4) emphasized that poor"" health is a handicap to 
employment. TFey have pointed out that disability or ill heaUh is 
substantially higher in poverty areas than in other areas. In a 
Mew York City study, it was found that of the population 25 years and 
over, 10 percent of all men and 15 percent of all women in the poverty 
areas were not participating in the labor force because of health 
problems, as compared with 4 percent of the men and 9 percent of the - 
women for the rest of the population (5). 

Sick role behavior, which includes persistent complaints of health 
problems not associated with objective evidence of disease, as well as 
inappropriate emphasis on existent health problems, is one of the 
characteristics of social failure. For passive, dependent people, it 
is a means of explaining an unsatisfactory life style. Women in a 
dependent situation report more sickness than men because it is for 
them culturally acceptable. Women or men who place a high value on 
self-reliance are least likely to adopt a sick role. Unemployment is 
associated with sick role behavior In many persons, but conversely 
emplo.yment as well as successful marriage both decrease such behavior. 
Those who play a .sick role are likelyto engage in a) excessive self- 
medication, especially with pain-killers, sedatives and tranquilizers; 
and b) binge drinking, because they are also means of blocking out 
their real social problems (6,7). 
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Complaints of health problems are significantly more common in 
persons who -are underemployed or unemployed, whether or jiot these 
are actually associated with physical handicaps (8)* 

Evidence strongly suggests that there is a need for health 
intervention services to overcome sick role behavior, health educa- 
tion, so that clients can understand relationships between their life 
style and their health problems^ and for rehabilitation to overcome 
common medical disabilities. Such health care lies outside the 
presently available medical services used by ADC persons who are 
potential or actual WIN/CETA registrants. 

Apart from sick role behavior,' common medical problems are fre- 
quently associated with health complaints which are a deterrent to 
v/ork performance. *For example, obese people will complain of difficulty 
in performing physical tasks beciuse of breathlessness on exertion, 
excessive tiredness, backaches, and swollen ankles. Excessive alcohol 
ingestion is associated ith blackouts, headaches, nervousness and 
indigestion. Various ki.ids of self-destructive behavior including 
excessive use of sedatives and tranquilizers, faulty diets, heavy 
smoking, factitial dermatitis and laxative abuse are associated with 
the symptoms and ^igns of disease. Neglect of medical problems 
incluu .)g dental neglect through inadequate utilization of existent 
nedical services or non-availability of such services contribute to 
the incidence of chronic disabilities in low income group populations 
v^hich we have studied. 

Persons with social disadvantages and health problems encounter 
barriers to job training and employment. Health ^=i•"riers to employment 
appear to be greater for women than foY men. In both sexes, handicaps 
associated with health problems can only be effectively treated if , 
optimal health care is provided. Barriers to the utilization of 
effective medical treatment by individuals in low socioeconomic groups^ 
'exist. Bergner and Yerby (9) have noted that the relatively low 
utilization of health care facilities by low income families is not 
due to fewer health problems. According to these authors, 

"an, elaborate array of services of the highest quality is * 
not truly available if those who. are most in need are 
unaware of their existence and availability. Although 
we are most anxious and concerned with the health problems 
of the poor, we know that^these problems are so inter- 
twined with social and welfare problems that provision 
of accurate inform?ition in one area... is tikely to be 
, meaningless and can actually serve to reinforce feelin'gs 
of frustration and resignation to the status quo. 
Broad-purpose neighborhood information ^and servic e 
centers may be a means of attacking these probl^.^ 
communication . We need to search out and reach out 
to these people. They can be reached If the effort is 
made. The use of community health aides is one approach 
to this proWem.. .Unfortunately. ..the expensive Medicaid 
program does nothing to insure that comprehensive care 




becomes the standard care.' The custom of episodic 
care and the separation of preventive and therapeutic 
medicine are maintained; ..The patients' needs, expec- 
tations and. priorities, are not'allowed to interfere 
wtth. the functioning of the system." (9) • ■ ] , . 

AlthougJ) physical rehabilitation, has been extensively used a^s a 
means tifeating severe 'disability and overcom'ing physical handicaps 
iQ severely disabled peir%ons so that theycan obtain employment,' it 
'has-not been widely 'extended to the management of disabilities 
a'ssociated'with ichrdnlc but moderate health problems.. Adequate * , 
management ^dfvObjBsity,. treatment of musculoskeletal problems-, 
treatment i)f-correctible vision and hearing defects, dental therapy, 
treatment of qtirdnic' dermatoses i and counseling for/neuroses and 
sic?c roTe^behavior have -rarely .been undertaken as \a primary meains 
of returnirig man and womelh .to the labor force. It'is commonly* 
believed' that restorative treatment for these 'and related health 
problems is riot feasible for low income persons; reasons bejng cited 
indlude cost, Mack*of personnel , transportation difficulties, 
particularly in rural -.areas,^- lack of child'care, lack of motivation 
on tne part of the. subjects, and Tack of 1::ommunity interest. Yet, 
lack of rehabilitation for t[ie above-mentioned and related remediable 
health problems. 1 ies ^in contrast ta the. fact that employers ivill 
frequently exclude job applicants with these kinds*of handicaps. 

* « * 

J A most important determinant of success in, health rehabilitation 
fror work is job placement. I^ot only as an end result of. rehabilitation 
but as an. integral part of the rehabilitation process. Consenting 
on the successful vocational rehabilitation of persons wh^>* have had 
mental Illnesses, Rubin and Roessler (10) .state "in conclusion,- one 
of the most important treatment, outcomes for the psychiatrical ly 
disabled is the acquisition of employment;... Vocational' rehabilitation 
services play a significant role in the .treatment. Comprehensive 
evaluation of client's strengths and weakne"sses enables the counselor 
to help the client select appropriate vpcational. objectives during 
planned development. Often that plan will require training in worK 
adjustment and in job seeking skills to ready the clieni-for vocational 
training and/or placement. Breakdow(is in "any of these steps signifi- 
-cantly increase the probability of unemployipen^., _ 

It has been the experience of a director of ah occupational health 
services department in a division oi^ perfopnel in California that it 
may be desirable to allow obese persons ,t0' enter employment on the 
condition that during a probationary period, -they would comply with 
a requirement for weight reduction. A sigaificant number of these • 
persons have returned at lower qualifying weights and have maintained 
their lower weights for extended periods of .time, appa,reLntly, as-a result 
of the conditional nature of their employment (personal communication). 

if 

In 1978, report by Morehouse (11) on the treatment of alco^hqlics on 
Public Assistanci, the following consents are made. and conclusions reached: 
"When the alcoholic on Public Assistance stops -drinking,' he often f.inds 
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tha^^heno longer enjoys spending the day with drinking acquaintances. 
As a result, there is a feeling of boredom and restlessness that is , 
frequently expressed by the alcoholic's sudden desire to seek employ- 
ment, /further education, or job training. It is necessary for the 
therapist helping the alcoholic understand that he will need a few weeks 
to adjust , to being sobe|f: before these avenues can be explored. Return 
to .work pr school sliou\d,not be recommended until there is a complete 
evaluation of the alcohQl1c*..Too often premature entry into work or 
scHobl leads to the alcoho^lic's .inability to meet the demands of the 
situation 'and increases his feelings of failure', and drinking results. 
A day treatirent program, a part-tin^«e job, or part-time school attendance 
can^be effective in helping the alcoholic get used to a routine and to 
feel- he is vforking towards something.'^ 

The Manpower^ Report of the President , transmitted to the Congress, 
April, 1975, included discussion of the WIN program as welV aS other 
manpower programs. From that Report, the following is pertinent to 
^this .project report: ' ' 

"Beginning, in 1962, Congress, funded Community Work and 
■ Training projects, which provided jobs in public and 
•private non-profit settings to enhance the employability 
of public assistance recipients and' to allow thenf.to 
"work off" the cash valuf of welfare payments. In 1964, 
the tconomic Oplportunity Act (EOA) expanded the funding 
for this program, cCalled it. Work Experience- and Training, 
and broadened the categories of eligible recipients. T^e 
protilematicaT history of these programs encouraged another 
redesign in 1967, followed by the establishment of. tlie . 
Work Incentive (WIN)' Program in 1968. At the beginning 
of 1972, subsidies (in the. form of tax credits) were offered 
' to private employers who hired people through WIN and kept 
them on the job for at least a year; and iti mid-1972, when 
WIN began to place more emphasis on pisGements', a public 
employment component was added to enlarge the number of 
job openings. . ^ ' 

The results of these programs have not matched early 
expectations. First, only a minbritv of welfare Vecipients 
(about one-third of 1973 registrants) -can be considered < 
fully employable, .since most have^work disabilities,, 
child-care responsibilfttes*; and other handicaps^ Among 
those who can-work; the most qualified ofteri find thetr 
way back into the labor force on their own*" (12) . , 
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Table 1 Characteristics of enroll ees J n the Work Incentive Program 
(WIN) for fiscal year 1974. ^ 



Category 



Percent of total enrol lees 



Sex 



Viomen 



Men 



72 
28 



■Ethnic origin 
White 
Black. 

'Spanish speaking 



45 
42 
13 



Age ' 
under 22 years 
23-44 yiaars 
45 years and over 



12 
77 
11 



Years of school completed 
under" 8 years 
8 -'11 years 
12 years and over 
On' Public Assistance 



12 
77 
11 
100 



^Adapted from Table 4. Manpower Report .of the President , April, 1975 
p. 115. . 

In' their analysis of the cost estimate for H.R. 7200 "Public 
Assistance Amendments of 1977" to the U.S. Senate Committee on Finance 
the Congressionaf Budget Office directed by Alice M. Rivlin made the 
following statements abotit the WIN program: 

"This .provision [Section 520. Implementation of work^and—'" 
- training requirements under aid to families with dependent 
children programs.] would essentially extend th^WIN 
requirement of AFDC eligibility to include a continuing 

job search for those not specifically exempted. ^ 

Savings due to this provision would occur if people are 
placed in jobs through the WIN program and as a.Vesult 
have lower AF.DC. payments. The problem is that W/IN 
programs do not appear to affect employment greatly. 

Although about one-third of thos6 receiving WIN services 
do find employment, this apparent success cannot neces- 
sari'ly be attributed to WIN\, That, .those who do improve 
■their employment situation seem to be those who would do , 
soon, their own in the absence of WIN. Studies that 
■ have matched WIN participants with control groups "not 
receiving WIN "^services find -either no effect, or only a 
small liet effect from the WIN program. (And even in 
studies which show a small effect due to the WIN program, 
the subsequent. reduction in AFDC costs was not sufficient 
■ ' to offset the cost of WIN.)" (13) ' 



23 



A summary of the PR/A Research Report on WIN unassigned recipients, 
prepared,„by.'Art Evers of the national WIN office shows 59.97 percent 
of tKe WiN population in the stud>' to be in the unassigned recipient 
"pool". Xb.i-K.ty-'Six percent of the unassigned recipient group were 
found to' have medical problems. However, only one-third of these 
appeared incapable of assuming full-time employment. The summary 
further states: 

"Accurate medical assessments of how the medical -problem of 
the client effects job readiness and information on whether 
■the question of supportive services was addressed is not 
contained in the clients' file. A high proportion of site 
active females (27%) and site inactive males (26%) and females 
(40%)- have some medical problems. Most prevalent are hypei;- 
tc-osion, bronchitis, back problems, and nervous conditions.\ 
-If the client has multiple problems he/she is placed in VR 
status and receives no further assessment. Some states make 
the client temporarily exenipi_and give the client 30 days in 
which to obtain medical substantiation. In some sites, where 
colocation was not effective, lack of cooperation between - 
welfare and WIN affected the assignment of exempt status. ' 
Colocation units have more efficient medical and certification 
procedures." (14) 

B. Previous studies by the Principal Investigator 

of health and unemployment - ^) , ► 

In a 'health and nutrition survey conducted' by_^the Principal Investi 
gator over the years '1971-1973 (15), the saijiple population consisted 
in '469 female welfare and ex-welfare recipients resident in rural areas 
and small towns- in Upstate New York. It was found that the greater the 
total number of current medical complaints that the women reported, 
the less likely they were to be employed. Among these complaints were 
nervous symptoms including tiredness, insomnia, headaches and other 
neurasthenic symptoms which together were significantly more common 
in the non-working groups. Physical and mental disabilities, docu- 
mented by examination, were also associated with unemployment. Host 
medical findings were of chronic ailments which could 'have been 
prevented. Included in this category were obesity and its compli- 
cations, late effects pf accidents, infections or nutritional depri- 
vation, back syndromes, as welT as a variety of chronic cardiovascular 
and respiratory diseases. Obesity was the most common nutritional 
problem encountered. Unemployment was related to obesity, and the 
incidence of unemployment was directly associated with the degree of 
fatness. The association between unemployment and obesity could be 
explained as being due tq the co-existence of diseases known to be 
complications of obesity, such as, hypertensive heart disease and 
diabetes. Women with .job skills were less likely to consider their 
health problems limited the type of employment they could undertake. 
A larqe subgroup of the population had not availed themselves of 
preventive .health facilities or care. A small group had apparently 
never been to the doctor even when sick. Culturarfear of doctors 
and. dentists was found. Examination of Medicaid' records showed that 
symptomatic care took undue precedence over preventive medicine. 
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.and. that, prescription drugs were consumed excessively by the population. 
Employers of the sample recognized certain health probleijis as occur' > 
pationai or insurance risks. They were, therefore,^s reluctant to 
hire women with obesity, back problems and skin diseases as they were 
to take on those with gross physical defects or severe alcoholism. 

In a feasibility study op the effects of health intervention on 
empioyability conducted by the Principal Investigator in Ithaca, New York 
from December, 1974 to May, 1975 (16), sickTole behavior was identji- 
fied" by the number of current symptoms and a hypochondriasis index.' 
The number of current symptoms showed a negative correlation to the 
percent of. time that the client had worked. since the age of 18 (r = -.25, 
p <w04). The hypochondriasis score was also negatively correlated 
with this vaHable (r = -.30, p <.02). Identification of sick role 
behavior requires not only the utilization of such a scoring system, 
but also a complete physical examination and medical workup to insure 
that the health complaints are not associated with medical or other 
disease. This requires the Services of trained health personnel .. Poor 
work histories and prolonged unemployment were significantly associated 
'with the total number of health complaints by the clients. . Many WItl or 
CETA staff persons can be misled in taking the' client at his/her word, 
especially if the client^can demonstrate or enunciate a good case for 
exemption from registration before health evaluation has iseen carried 
out. Registrants, professing "sick role behavior", may be put into 
an unassigned recipient pool when, in fact, they. should be active in 
training or job placement. Many medical practitioners who are unused 
to evaluation'of sick rdle behavior will accept their patients' 
coKiplaints and offer palliative treatment rath'er than intervention. 
People who play a sick role are sick and are not malingerers, since' 
they do not possess insight into the nature of their problems. Sick 
role behavior can be treated by group dounseli.ng techniques. Decrease 
in the hypochondriasis score — a measure of sick role behavior — was 
correlated with the .number of group therapy sessions attended (Spearman's 
r = .32, p <.01). group counseling sessions, specific healt-h 
problems raised by thejclient can be handled without, necessity for ana- 
lytical techniques. Paraprofessionals can be involved with a nurse 
practitioner or health counselor supervising the sessions. 

In our feasibility study of health problems in'an ADC population, 
it is to be noted that the most common handicaps found were aversive 
(obesity and dental decay) as- well as emotional (depressive neuroses 
and sick role behavior). A significant rank correlation was found 
between aversive handicap and age (r = .32, p < ,01). Maximal pay 
category in previous jobs was inversely related to the presence of 
av6rsive handicap (r = -.25, p < .04) and to the number of initial 
medi'cal problems (r = -,24, p < .06 ns). . 

We identified several components of health intervention which can 
contribute to job readiness. These include complete medical evaluation 
and description of the required rehabilitation period. Group counseling 
emphasizing motivation, should be available to those exhibiting sick 
role behavior or such other disorders as depressive neuroses. Supportiv 
individual counseling is required for specific personality disorders, 
episodic drinkingj etc. Health education is needed, not only to 
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— acqua-int-thfem-with-and-promote thair use of area health serv.ices,._ There. _ 
Is a need to emphasize through structured teaching, compliance with the 
remedial health programs, including meeting a contractual arrangenrent. 
The director and professional staff need to be advocates for the health 
care of any individual client with respect to referrals to area physicians, 
dentists, clinics, laboratories and other ancillary health services that 
are required. 

Factors which we found to be associated with inadequate utilization 
of health care include ignorance, of the existence of the facilities,, 
negative health attitudes, non-compliance with treatment, reliance on 
emergency room care, and dependence on health advice and treatment from 
siibprofessionals. Further, persons adopting a sick role seeK out only 
such health advice and" treatment which will maintain them in their 
status .quo. 

In our 'feasibility study, we demonstrated that it was possible 
to establish a health -evaluation and rehabilitation unit designted^^'* 
meet the needs of an ADC, population whose health problerns^-^aVe 
.retarded their employability. Common remediable h.ea^'th. problems 
which were encountered among those parti.cijjaats^ncluded obesity, 
hypertension, musculoskeletal defects, ^rfsual impairments, deafness, 
dental decay, neuroses, personality disorders, and complaints 
associated with sick role behavior. Successful outcome of health 
rehabilitation was associated with effective treatment of preseating 
health problems,- management of disabilities, both physical an^d 
mental, and reduction in sick role .behavior. Effective rehabilitation 
was significantly related to the level of clients' participatioh-in 
in-house programs such as those designed for weight reduction or to 
overcome neuroses and sick role a'ttitudes. The number of contacts 
or commuhi cations" between the rehabilitation team and the clients 
was not significantly associated with successful" outcome of 
rehabilitation. Factors mitigating , against success included welfare 
institutionalization and the presence of severe personality disorders. 
It was clearly identified that pnce clients had a complete medical 
evaluation and were also acqua^ted with in-house and referral- 
services provided by the project, the first stage of intervention 
had been reached. In other words, in order to separate the inter- 
vention from non-intervention groups, it was necessary to confine 
contacts with, clients initially to health evaluation; services 
relating to rehabilitation should not be offered at that time. 

We are aware that compliance with a prescribed treatment plan 
has not been adequately emphasized when rehabilitation has been 
initiated. Although Frances, et ai.(17) have demonstrated that 
there may be a significant relation between patient satisfaction 
with services and compliance, this has not been our experience. 
In our experience, lack of compliance was associated with welfare 
institutionalization, lack of a "Protestant work ethic", dis- 
organized households, and more especially, lack of motivation 
to acquire good health. Group counseling can increase motivation 
for health improvement and for the., desirability for economic 
independence. It became evident that such counseling should be 
given concurrently with health education, in which the objectives 
of therapy and, more especially, the need for compliance are 
' clearly explained. 
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During the feasibility study it was found that treatment 
protocols- were not always follov^d rigorously by the professional 
staff. However, as demgnsthatedi by 6rim„ et al.(18), patient- 
care protocols provi(Je^a]^ affedtiva means o7 monitoring the process 
• of medical care. ]// ) 

ji- /K-^ iW Kir 
Conclji|5ions~eohbewfiigr,the study are summarized 

in a.i*eport transmitted'dft USDm Washington,. June 3, 1975, in which 
,^t:^was-TJoTnted out 'f^nat tt)e%.^t successful aspects of the program 
" .hadibeen_ the deye!jo|flpit pf_ inter^^^ relationships, multiphasic 
screening prc6ed3r^sVa mental health counseling prograni,* referral 
services and a job inotivatTOn program as well as the norithreatening 
supportive role of'jihe staff". The project had provided a viable 
community resoufce for the screening of welfare dependent persons 
eligible for EETA registration and presenting with health problems 
' which were believed to interfere with their ability to enter job 
training or -the work force. Remedial heal th measures were found 
to be feasible for a large number of these persqnsjtfhether their 
disabilities were objective or related to thji-devel opment of the 
sick role. Health intervention was seen -to need to be coupled 
with job motivation and it was found that this, was possible under 
the program. 



II.. FIELD STUDY 



A. Aims 

The primary objective of the demonstration project proposed by 
the Principal Investigator was to develop a model on which to base 
regional health evaluation and intervention program appropriate to the 
needs of the WIN program. Data generated were also to be used in 
defining policies affecting the use of medical exemptions frpm the 
WIN work registration requirement and the use of medical criteria in ^ 
defining the empl oyab'i 1 i ty of WIN registrants. Dependent upon these 
ov^erall aims, the project was established: 

\. to define health-related handicaps of potential WIN/CETA 
\ registrants and to distinguish sick role behavior. ■ 

2. \to examine the feasibility of providing medical care with. 

job development and placement services, to s.elect groups 
of ADC recipients who were hot working because of health 
problems, real or perceived. 

3. to determine to what extent ADC recipients with healtn-related 
work disabilities could be returned to the labor market through 
physical rehabilitation: the hypothesis being that health 
disabilities needed to be corrected before a job could be held 

successfully. <■ ^ ^ ^ - ^ u^-, ^• 

4. to prove whether or not expenditures for health rehabl ntation, 
facilitating employability, could be a cost-benefit over allowing 
ADC recipients with health problems to remain outside the work 
force or to take care, of their q,wn health problems. 

5. to determine whether- health rehabilitation for remediable 
disorders is an appropriate function of the ifJIN/CETA programs 

. and its general applicability to projected Manpower programs. 

6. to determine whether such a health rehabilitation. program should 
be incorporated into regional or national health care policies. 

A modification of aims introduced by WIN USDOL was accepted as follows 

1. development of a model rehabilitation and placement program 
suitable for national implementation throughout the WIN program; 

2. conduct of a rehabilitation and placement program that will 
return to the labor market AFDC recipients with health-related 
work disabilities; 

3. assess the outcomes of the project in a> way that will deter- 
mine whether expenditures for health rehabilitation that 
facilitates employability is cost beneficial over allowing 
AFDC recipients to remain outside the work force; 

4. recommend the kinds of disabilities that are suitable for 
treatment within a national program; and, . 

5. measures .the outcomes of the project in terms of placements, 
job tenure, and administrative feasibility. 
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B> Structure 

1) Program development 

The active pha^^e of the demonstration project began in November, 
1975, a month fo mowing receipt of the grant award. At this time, 
preparations were made for the development of a CHRP project in 
Syracuse, New York and the revision of the pre-existent CHRP program 
in Ithaca, New York. 

a) WIN - Syracuse 

Project development in Syracuse included the acquisition of a 
facility, staffing of the facility, develoiwnent of liaison with area 
agency staffs, establishment of procedure and dissemination of informa- 
tion with respect to the purposes of the Cornell Health-Jehabilitation 
Project. A most important element of this development phase was the 
education of the Principal Investigator with respect to the WIN 
procedure and practice. In November, 1975, a search was made for a 
facility in Syracuse. Because of a then current idea that it would be 
appropriate to establish a CHRP site in an area .of residence of the 
expected AFDC client population preference was given to a facility in 
a low-income area. Due to this rationale and also the offer *of a 
mutually agreeable rental arrangement, CHRP was located in Syracuse at 
the Syracuse Model Neighborhood Facility. Staffing of this CHRP 
facility required the selection and appointment of a physician and two 
other staff members who would work only in CHRP, Syracuse. A 
rehabilitation counselor was also appointed with duties partitioned ^ 
between Syracuse and Ithaca* Publicity on CHRP was achieved via the 
news media including the local newspaper and radio station. 

\ 

Meetings were held with administrators of the Depav^tmenti of 
Social Services and the New York State Employment Service. Current 
procedures with respect to nonexempt and exempt AFDC WIN registrants 
were described and.^plans made for integration of CHRP into the existent 
system. It was explainedHihat DSS/SAU and DOL ^Wients o^F the WIN. 
-program in.Syracdse ^re collocated and that AFOPclients were 
referred for interviu, ^ first with WIN employment services staff 
followed by interviews with SAU staff. A joint conference was then 
hejd to decide whether or not medical evaluation or assistance was 
required for potential WIN registrants. The decision as^ to whether 
*or not to proceed with registration was made at that time. Clients 
claiming medical disabilities were referred to VR who then n3ade 
evaluations and reported whether they would accept a client in which 
case that person would become exempt from WIN registration. In 1975, 
200 referrals were made to VR with 60 not accepted because their 
health problems were not considered to be severe enough to be 
considered handicaps of a permanent nature. Clients who wisre not 
accepted by VR were then returned to OSS for further evaluation, but 
registration under^ WIN was delayed. Under the new arrangements with 
the CHRP program, clients considered to have health problems at the 
time of their interviews with the WIN sponsor and SAU staff would be 
referred to CHRP if a decision was made that they were nat appropriate 
for VR. In addition, those clients who had been, referred to VR 
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and had been refused VR services would also be sent to CHRP if the 
client wished to avail him/herself of these services. Information 
on CHRP was to be given to clients in these categories and further 
action would then depend on thn client volunteering to accept referral 
to .CHRP. ^If referral to CHRP occurred, clients were to be deregistered 
from WIN. An understanding was reached that.nonexempt clients 
who were referred to CHRP and who subsequently on hea^lth 
evaluation were found to have no health problems which would 
interfere with their ability to enter job training or accept 
employment would forthwith be referred back to the WIN sponsor for 
registration. 

.It was agreed that all clients ^referred to the CHRP facility would 
be given a comprehensive health evaluation and that of those who were 
found at that time to have a remediable health problem 50 percent would . 
be randomly selected for active health intervention.' When in the 
judgment of the professional CHRP staff a client in .active heaUh 
intervention was considered ready to enter job training employment, 

'he/she would be referred back to the WIN/SAU office for registration. 
During the process of health evaluation. and intervention, reports 
were to be sent at thipty-day intervals to the WIN spdnsor to describe 
the client's compliance with prescribed treatment as Well as the 
client's progress. It was agreed that health intervention should not 
general ly..e}('ceed six months. Clients. who were to be evaluated by 
-CHRP. but who then were not in the active intervention component would 
bff-l^eferred back to WIN/SAU and directed by that .agency to an 
appropriate heaJth care system. When child care, meals or transportation 
were required for clients in CHRP, these were to be provided- by the 
project -itself and not by the WIN porgram. A caseworker with special 
experience in rehabilitation counsel ing..was given responsibility for 
, referral of AFDC clients to CHRP and^.fpr keeping records of their 
progress and accepting them back wReh health intervention had beep , 
completed. All initial health evaluations were to be reported to 

- this caseworker on forms indicating the client's complaint, health 
findings, existing handicaps and the intervention deemed necessary, 
including the time component. By communication between the professional 
staff of CHRP and WIN/SAU, clients might be registered for WIN" ppior 
to the completion. of health intervention if it was mutually agreed 
that adequate progress had been accomplished. This measure was adopted 
to avoid delays in client's entering available, OJT slots or classroom 



* At a meeting with county and regional DSS, employment service and WIN 
personnel on December 19, 1976, CHRP staff obtained 'Clarification of 
UIN/SES requirements as they applied to persons referred from CHRP. 
WIN/SES was to implement the policy of 1. no deregistration except by 
CHRP request or 2. no deregistration unless WIN/SES saw the necessity . 
to deregister for nonhealth reasons. In a phone call from WIM/SAU on 
March 23, 1977, it was reported that 60 percent of the CHRP rehabs had 
been reregistered with WIN. 
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training situations. An arrangement was made for emancipated minors, 
ages 16 to 18, who were out of school and on AFDC and mandatory for 
WIN to be referred to the CHRP program under fho system described 
above. 

h) CETA - -Syracuse 

Meetings were held with administrators of both the. Onondaga 
County CETA program (OCETA) and Syracuse City CETA program (SETA). 
It was arranged with these persons that clients who were potential , 
or actual registrants for. the CETA program and at, the sfame time • ^ 
receiving AFDC assistance would be referred to CHRP for health 
evaluation and possible intervention if they claimed health problems 
which might exempt them from registration. AFDC clients, registering 
for OCETA or SETA might come from DSS or by self-referral or by 
alternate agency referral. If a medical disability was claimed by 
an OCETA .eligible AFDC client, referral to. VR -was- limited by Ppor • 
screening'. Referral of clients both from the OCETA and from the SETA 
agencies would be after individual caseworkers had been assigned. 
When health evaluation had been carried out by the CHRP staff, then 
reports identical with those going to the WIN staff would be sent to 
the caseworkers of the referring CETA agency. The agency would also 
Ibe notified as to whether the client was to be accepted for health 
intervention. If health intervention was to be carried out, a thirty- 
day progress report would be sent to the CETA agency and at the time 
that the client was ready for job training or employment he/she would 
be referred back to the CETA agency for registration; Notification 
,of noncompliance or nonattendance at treatment sessions would also be 
sent to the responsible agency. 

Administrators of WIN/SAU, OCETA and SETA gave us written % 
assurance of their full cooperation in client referral, as well, as 
their commitment to supply CHRP with reports on client s progress 
with respect to job training and employment. 



c) Ithaca 

Meetings were held with administrators and staffs of the 
Department of Social Services, the New York State Employment Service 
and CETA. It was decided that clients on AFDC, considered to have 
health problems would be referred from DSS to the CHRP unit in Ithaca. 
Health evaluations would be carried out and decisions would be made 
as to whether health problems were present which were amenable to 
health intervention. From this pool of persons with remediable 
health problems 50 percent would be randomly chosen for active health 
intervention by CHRP. Reports on health evaluations would be sent 
to DSS. Proaress reports would also be sent at thirty-day intervals 
on those clients receiving health intervention. Clients who had 
successfully completed health intervention would be referred back 
to DSS. Clients who had health evaluations but were not accepted 
into the program through random selection would be sent back to the 
referral agency with recommendations that the case worker discuss 
health problems discovered and treatment recommended. ^ 



d) ttedicaid - Syracuse 

All'Clients accepted into the CHRP program or receiving health 
evaluations were by definition on Medicaid. Meetings were held in 
Syracuse with Administrators in the Onondaga County Health Department. 
It was indicated that all referrals, which were recommended by CHRP 
during evaluation 6r rehabilitation and which would incur costs, would 
be covered by Medicaid provided that prior approval was obtained. In 
order to limit Medicaid costs, CHRP would also receive reports of-^ 
recent Medicaid services that had been afforded to clienta.so that 
duplication would not. occur. By mutual agreement decision was made^to 
utilize various health care delivery systems withjn' Onondaga County y 
and the City of Syracuse which were approved by the Public Health " 
Department of the city and county and to diversify referrals such 
that no one health care delivery system Was overutilized. Reports 
of Medicaid costs were to be given . to tHRP through their computerized 
accounting system. It was also ..agreed that CHRP could call upon the 
public health nursing service when necessary and where it was imperative 
that access be gained to clients* homes. 

e) Medicaid - J'thaca 

In IJtha'ca and Tompkins County similar arrangements were developed 
with the Medicaid authority and with the Tompkins County Health Department 

2) Staff 

a) Syracuse 

Four staff members were engaged in the Syracuse unit: a physician 
a nurse/health counselor, sn office manager, and a rehabilitation 
counselor. The physician from the family medicine clinic was appointed 
to oversee the CHRP medical services and to carry out health evaluations 
and direct in-house health intervention. He agreed also to undertake 
referral of clients accepted into the program and to make appropriate 
and regular reports to the WIN and CETA authorities. His past 
experience had been in large scale health screening and also in working . 
with disadvantaged clients. The nurse, who jiad had LPN training under 
CETA and a registration obtained imthe UK as a mental health nurse 
accepted the position as nursv? and^health counselor in the Syracuse unit. 
The office manager had had training as a health aide, recently working 
on the Onondaga Indian Reservation, She also had secretarial skills 
and office experience So that^ she could keep records andvPerform 
stenographic services within the Syracuse facility. The rehabilitation 
counselor (MS degree in rehabilitation counseling) with professional 
certification was engaged as a psychiatric' social worker for both the 
Syracuse jind the Ithaca units. Her experience had been in working 
with area units in drug rehabilitation, 

b) Ithaca 

The staff of the Ithaca unit included the Project Director, the 
project coordinator for both the Ithaca and Syracuse projects, a nurse, 
and an office manager. The Project Director, who in addition to 
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overseeing the. total program accepted the. responsibility for health 
evaluations and decisions on client disposition. The project 
coordinator with formal qualifications as. a medical records librarian 
and extensive experi-ence in la number of commurfity projects initiated 
and promoted agency liaison.'/ In Syracuse, she arranged for client 
referrals to CHRP and back to the WIN and CETA agencies. In Ithaca, 
she also acted as education advisor, job counselor, liaison with 
the employment service, and-advocate in nonhealth-related client ^ 
problems. The project nurse was qualified as an RN and had had S 
special experience in working with low-income families. The office 
manager had both stenographic and other office skills and had 
training as an LPN atid had worked as a supervisory nutrition aide 
for Cooperative Extension in Tompkins County. As the project developed, 
she accepted further responsibility in the development and super- 
vision of in-house health intervention programs. ■ - . 

In terms of t|ie' mandate' of the project, it is ;important to 
note that three of this staff members between the units/ had .had their 
training under. federal (CETA, USDA-EFNEP) programs. 

t 

3) Facilities 
a) Syracuse 

' - The Syracuse TCHRP facility was established within .the Syracuse 
Model Neighborhood Facility, a multi-purpose unit providing <iea]th and 
recreational services to a low-income area. A ground floor office and 
counseling room in this facility were rented'and furnished, rental 
being paid from projefct funds. In addition, two rooms including a 
medical office and an examination room were obtained for use on a 
part-time basis in a section of the facility rented by the Onondaga 
Health Department, Use of a waiting room area for clients adjacent 
to thes-e offices was supplied under the agreement with the facility. 
In sunmary, it was agreed 'that on a full-time basis an office and a 
counseling room be provided by the facility and on a part-time basis 
the remaining SRace. Utilities were provided and also furnishings. 
Movable equipment necessary to the medical program of CHRP was pro- 
vided by the project. 

'b) Ithaca . • 

In- Ithaca, the facility which had been used. during the 
' feasibility project at the Cooperative Extension Building was renovated 
irr order to facilitate the program and more particularly to provide 
separate counseling and consulting rooms. This facility, in a low- 
incoine area, was well placed with respect to the clients to be served. 

4) Sample groups ■- theoretical design of- the study . 

/ ill the project proposal, the sample group was, to consist'.of 
approximately 300 .men and women between the ages of 10 and 50 years 
ort'AFDC. Persons having these demographic characteristics and considered 
• ■ tV'have health .problems which interfered with their ability-to work 
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v/ere to receive heal ..i evaluation. Health determination was to consist 
in documentation cf medical history and health complaints, a physical 
and psychological examination and ancillary testing procedures including 
laboratory and radiological tests of health status. In the eval^jjation, 
indices. of intellectual capacity, hypochondriasis and motivation were 
to be obtained* Clients having nonremediable health problems were to 
be excluded from further participation and referred to DSS for place- 
ment in appropriate health agencies or vocational rehabilitation unitsv 
Those having no health prc\''^ms were to be referred back to WIN/CETA 
authorities and to be follow^jd up insofar as information could be 
obtained from these authorities' with respect to- the outcomes of these 
persons in relation to job training, job placement, welfare status 
and financial status. Clients found to have remediable health problems 
were to be randomly assigned to intervention and nonintervention 
groups using tables of random numbers such as to include^ 50 percent 
of the sample in each group. ^ 

A summary of health problems existing in persons within the ■ 
nonintervention group (nonactive intervention) would be given^to clients 
and also sent to the referring. agencies.. These clients were told how 
they could obtain health care needed and then could then either seek 
care on their own initiative or might be assisted in obtaining health 
care through the ^sistance of responsible caseworkers. Family 
physicians were also to be sent reports of the health evaluations of ^ 
these persons. Those in this nonintervention group with health problems 
existing at the tiifte of evaluation would be followed up by the pro- 
fessional staff of the demonstration project at three-month intervals 
thereafter until nine months had been completed or until the completion 
^of the study. 

Those in the active health intervention groups would be offered 
in-house rehabilitation programs appropriate to their single or 
multiple disabilities including group counseling, individual counseling, 
weight reduction, health education and specific instruction on complicmr-: 
with the prescribed therapy. The project director as well as the 
professional staff in the project facilities were also tp 'zt as advo- 
cates for these persons in referral to health clinics, physical 
rehabilitation programs and family planning clinics-. Active Inter- 
vention with respect to these groups might continue for a minimum of 
three months and a maximum of six months.' In any case, progress in 
rihabilitation was to be fully evaluated in three months and the 
desirability of continuing the rehabilitation assessed at this time. 
At the completion of the rehabil^^aJW^on phase, clients in the inter- 
vention group would be followed up in the same manner as the non- 
intervention group with health problems. 

In the actual program the dembgraphic characteristics of the sample 
differed froir the theoretical model through the inclusion of home 
relief clients and through the separation of specific intervention 
groups not foreseen at the time when the project proposal was submitted. 
In Ithaca, a special control group v/as also obtained outside the sample; 
This group consisted in men and women who were not on public assistance 
but were applying for county employment. This group was utilized for 
pretest purposes. 
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Final intervention groups in Ithaca and in Syracuse were. &s follows: 

> ' 1. ^ Intervention active) both of these groups had 
2. ' Control . ) remediable health problems.* 

'3. No health problems 

4. Nonremediable health problems 

5. Client refused to participate in the CHRP prdaram 
5. .CHRP refused inclusion of client for other reasons, 

including^'persons already receiving adequate h'ealth care. 



C. Pr ocess 

1) Mode and reason for client referral to 'the. program. 

a) JSyracuse ' ^ 

Major source of client referral in Syracuse was via WIN/SAU. 
These clients by definition were in receipt of AEDC. Minor sources 
of referral of clients in Syracuse included, Income Haintenancef, 
including clients on Home Relief, WIN/DQI,, OCETA and SETA. 

b) Ithaca 

CHRP was utilized by DSS primariljf through the supervisor of 
the Income Maintenance unit. The diiscovery of clients having health 
problems appropriately to be r^'ferred to CHRP was made at the case-, 
worker level. Clients referred Included those on AFDC and Home Relief. 
^ Other sources of indirect client referral in Ithaca included New York 
State Employment Service as well as the local alcoholism and drug, 
abuse unit. When clients were referred from these sources, notification 
was made to DSS and approval obtained before client evaluation was 
initiated. 

2) Health evaluation 

Questionnaires used in the program for health evaluation were 
revised as an outcome of -the feasibility study. These questipnnaires 
were pretested on 46 persons who were referred to the Ithaca -unit at 
the project director's request for physical examination. These persons 
were ineligible to enter the program since they were not in receipt 
. of public assistance. On each client, case records were obtained for 
each of the following categories (see Appendix): 

•T. agency contacts 

2. work history 

3. medical history 

4. physical examination ' '■ , • 

5. anthropometric data • " ' 

6. health attitudes and awareness questionnaire 

7. drinking and smoking questionnaire 
0.' food frequency 'Tnterview 

9. life setting inventory 

10. prior utilization of health services 

11. .psychological problems evaluation checklist 
1-2. psychometric testing ' ■■ 
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' The project paraprofessional staff in the^Jwo units administered , 
the questionnaires and completed forms other than those pertaining^ 
to tthe medical history, physical examination and mental' heal th 
evaluation. The medical 'history and physical examination were^obtained 
^ . by the respective. unit. physicians ♦ Mental health evaluation was ' / 

n, ' carried out by the ppyqhiatrie social worker and consisted in the 
;/ . ^ administration and evaluation of psycfTometric tests and a, personal , 
: ' ' interview. Routine laboratory tests carried out on clients included 

. con^)lete bltfod count, a biochemical profile ^nd urine^'analysis* 

These laboratory procedures were carried out in Ithaca in the 
pathology laboratory of the Tompkins County Hospital and in Syracuse 
mainly at the laboratory at St. Joseph's Hospital tho.ugh the laboratory 
of the^'Neighborhood Health Center was also utilized. , . 

' At the completion of a health evaluation which, <inc1udingv the. ; 
' mental health evaluation, lasted for about 3 hours, ^ot inclusive of 
the time required for the interpretation of information obtained, a 
case evaluation was undertaken by the physici^an irt collaboration with 
the unit staffs. Positive health findings were enumerated in order of 
their importance in affecting employability. . In tfie- circumstance 
that further evaluation of a specific health problem was required , 
before diagnosis could be made, a client might be referred for 
specialist 'evaluation by an area internist, ^surgeon, dentist or 
other health professional having special expertise and diagnostic 
skills pertaining to the health problem. Such* re^ferral was not -a 
part of health intervention but part of the initial health evaluation 
based on the initial diagnoses and the overall evaluation of the client. 

Intrinsic handicaps were identified using the Agerholm classifi- ^ 
cation (19). This classification identifies health disabilities by 
type and is appropriately used for examination of >/©rk handicaps. 
Refinement which was used in our program was to identify whether or 
npt the disability was severe or moderate. These intrinsic health 
^ handicap categories are: 1) locom.'^tor, 2) visual, 3) communication, 

4) visceral, 5) intellectual, 6) emotional, 7) invisible and 8) aversive 
handicaps. 

Nonhea.lth handicaps (extrinsic handicaps) were also identified and 
recorded. The extrinsic handicaps included: 1) family, 2) educational 
and job skills, 3) housing and transportation and 4) problem or 
Inadequate relationship with other societal groups or individuals. 

Psychometric testing included the following: the IWl Hypochon- ' 
driasis scale using the questionnaire and scoring system from the/ 
f4f4PI Handbook (20), the Rotter internal-external scale which determines 
predominance cf internal motivation vs. passive dependency (21), the 
16 PF (Personality Factors) outstanding themes, as a measure of 
personality traits (22) and the Revised Beta Examination (23) as a 
measure of inte-lligence for the major portion of the clients in the 
stucfy and the Wechsler Adult Intelligence Scale used in. the beginning 
of the study (24). 
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When the health evaluation was complete, a case conference was 
held at which time the disposition of each cli,entwas decided. For 
all of those who were believecl to have remediable handicaps, 'the 
health intervention indicated.was recorded oti tWe health evaluation 
forms. This group was- then^randomly asl^igned to the active intervention 
\ group or the control group. Other groups' defined at this time were 
clients with no health problem and those having' nonremediable heaJ^th 
problems. Ill addition to the latter group, there were clients who were 
ndt believed to be appropriately in the CHRP program because they were 
already receiving adequate health care or they planned to -move from 
^ . the area.' , , - ' 

When disposition of each client hacj, been decided, a *case conference 
with the client was set up. At this time clients were acquainted with 
their health findings and the advised health care if "^uch was required. 
Clients who had been randomly selected for health intervention were 
invited to participate in the CHRP program after the indicate'd inter- 
vention had bee,n explained^ Control group clients were acquainted 
with the nature of the medical findings and were given app^ointments 
for follovy-up. They were also told precisely what health intervention 
or adv.ice was necessary in order for them to becoine fit for-work. At 
this client interview, clients having been informed of the CHRP program 
and the specific intervention suggested to them 'could refuse to 
participate. Such persons could be either ih the active intervention 
or in the control category, the latter refusing because of a lack of 
desire for follow-up. Participants were asked to sign a release of 
their medical and other records at that time. - 

3) Reporting system 

Reporting forms were developed for use within the CHRP system* Forms 
recording findings on the initial health evaluation were of^two kinds. 
Form A, which gave the referring agency a comprehensive listing of 
medical findings affecting employability, work limitations and the 
^ proposed client and/or health intervention referral was used- in the 
.Ithaca urtit for all clients and in Syracrse for clients whose 
evaluation had been completed. In Syracuse where health screening of 
clients was carried out to determine initially whether or not they had 
remediable health problems. Form B was used as an alternate to Form A. 
Form B was also used when a client who had been referred was found 
either not to have any health problems or to have health problems which 
made Kim/her inappropriate to the program. Form B was approved by 
WIN/SAU-Syracuse because it could be completed after one health 
evaluation ^ession and could be returned to the referring agency within 
40 hours after that examination had been made. Form A was retiirned 
within approximately •two weeks depending on the status of medical reports 
from physicians (or clinics or hospitals) and also in those instances 
where clients required outside medical referral in order that his/her 
health status (Xould be more fully evaluated. (Forms appear in Appendix) 

A separate reporting form. Form C, was used in order to transmit 
to the referring agency reports on client progress. Form D was used 
to indicate terminestion of client participation in CHRP. It indicated 
as did the other forms the intervention category of the tlient, 
whether or not the client had completed the prescribed health 
rehabilitation program, his/her employability and whether there were 
^ any residual health problems or handicaps present. In Syracuse, 

-case termination with transmittal of Form D to WIN/DSS implied 
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^referral 'of the client back to that agency. In Ithaca, where 
'continuous phone contact was maintained with DSS and flYSES, client 
progress and job readiness did not require transmittal of Form D. 

4) Health intervention 

a) Client conference and contractual arrangements . 

For the active intervention group, post-evaluation interviews 
were held following acceptance of clients into tbe program. At these 
sessions the treatment plan was described in detail to the client and 
•its. completion ralated, to a. time frame.. Each client with-l-b .this, .group, 
was given full information on the number of treatment? sessions that 
would be required, the number of medical referrals and approximate 
duration of each therapeutic session. Explanation was given at that 

"time that successful completion of health rehabilitation would require 
that the client be returned to the referring agency and hence to the 
employment service. For clients participating in in-house health 

\programs, goals for gach session were, explained to the client vferbally 
and in writing. Required compliance of clients with the prescribed 
therapeutic sessions was emphasized as a requirement for success and 
«*eccT,ient was asked to read and sign a contract of intention to 
cooperate. It was also conveyed to ea'ch- client that CHRP would act 
as an advocate for the client in the health care delivery system 
and would assist the client in obtaining total medical care necessary 
to their condition. The clients w^re therefore made to realize the 
active responsibility of the CHRP^staff as well as their own respon- 
sibility as a participant in the pvx)gram.* 

b) In-house programs 

Health programs were developed within the Ithaca and Syracuse 
units to educate clients to improve ^heir physical health and also to 
assist individuals to overcome emotidnal problems expressed as 
an)<iety-depression or sick role behaviors These aims of the in-house 
programs were developed because the feasibility study had shown that 
the health problems .which were most likely to keep clients out of the 
work force were signs of personal neglect, lack of physical fitness, ' 
substance abuse, preoccupation with ill health or psychosi)matic 
disease. Extrinsic handicaps were addressed insofar as these were 
related to health or employabil ity. Jt was the intent of the.CHRP's 
Director and staffs to make the clients aware of their own health 
^needs, to offer positive and practical advice on hygiene, diet, aj^ohol 
and drug^^take as well as to encourage physical activity. Counseling 
was provided both by the rehabilitation counselor and the, rehabilitation 
staff to promote self esteem and to address those emotion&l problems 
which would mitigate against successful employment. 

Three programs were instituted, viz: health education, weight 
reduction and mental health counseling. Each of these programs stressed 
the involvement of the client in the decision-making process with 
respect to health and vocational goals. 



The mean number of days between the initial client examination and 
client conference to discuss case disposition was thirty days for 
intervention clients and thirty-ty/o for control clients. 



1) Health, educa^-ion- ^ 

The health education program ran for approximately 4 weeks 
with bi-weekly classes* Questionnaires pertaining to instructional 
material were given out each second week* Classes consisted of 
lectures, tapes, role play, films and practical demonstrations.. 

M ----- 

1. First session on hygiene, including bathing, personal 
grooming and care of clothingT 

2. Second session on tood buying and food budget. Included 
were food groups, diet diversity, howjnd when, and 

^where-to-buy-different foods; also fofod .storage and 

use of food stamps. . ' ' 

3. Third session: a. self -medication; , and b. compliance 
V • with prescribed treatments. Included was infolrmation . 

'on how to deal with current health problems and their 
symptoms. Abuse of analgesics and other overrthe- 
counter medications was discussed. Relationships 
between inadequate 'effects of treatment and non- 
compliance was described. * ' ] 

4. Fourth session on dental care. This Session included^ 
-the importance of frequent dent:al ^heck-ups, proper 
care of the teeth and gums. Instruction was on-properv 
brushing and dental flossing. Included also was 
information about how eating and foods affect dental status. 

1^ three-month follow-up w« scheduled after the last session ^ 
to check the progress of all the participants. 

iiL^ Weiqht redaction program 

A weight reduction program v/as' conducted for a period of, 12 
weeks,- v/ith two sessions per week, each of one hour duration. The aim 
of the program was to provide an effective intervention such that clients 
could learn how to control their own weight, and the types of diet that 
were nutritionally adequate. Appropriate weight loss for individuals 
wtis defined. Cla$ses included: 

•1. Week 1-2 - Diet Instruction 

2. Week 3-4 - Exercise Instruction 

3. Week 5-6 - Behavior Edification 

4. Week 7-9 Health Education (relationships of obesity 

to health problems) 
-5. Week 10-12 - Self-knowledge and Reinforcement 

Participants were also given questionnaires and instruction 
during these sessions as follows; 

1. Mood summary 

2. Health education questionnaire 

3. True and false questions on weight reduction 

4. Outside speaker discussion self-image 

5. Physicians speaking on health education 

6. Following the 12-week program each client returned in 
3 weeks for a follow-up weight and diet check. 
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.This program was conducted and modified based on this 
experience. Phase II of the CHRP weight reduction program started 
6/21/76« The following revisions were made: 

1. instructional session for one-half hour foUowsd by 
'one-half hour of exercise. Session 2 of the same 
week included a full hour of exercise. 

2. Weeks 1-2 - BehaviorarModification \' » 

3. Wepks 3-4 - Diet 

• 4. Weeks 5-6 r Health education 

5. Weeks, 7-9 - Benefits of exercise ' . 
.6. Weeks 10-12 - Sel fr^knowledge^ and-reinforcement 

• We found it was better to have a guest to speak on Behavior 
'Modification during week 2. During week 5 an outside speaker carae in to 
speak on Health Education in relation to job emplbyabllity. It was also^ 
better to have an equal number of participants in the weight reduction 
program so each person had a budcty to pontact for outside support. 

iii) Mental health and vocational counseling program 

? * • 

Individual and group sessions were available. Clients 
v/ere encouraged to participate initially in individual counseling before 
being placed in group sessions. Group counseling sessions were 
considered as foUpw-up before entry into job training and employment. 
Sessions (individual) were v;eekly and 6f one-hour duration with coverage 
of the following areas: - 

1. Definitions of problems. Psychometric testing. 

2. Setting up of short-tem and long-term goals. 

3. Subject matter 

Conmunity activity participation 
Project development in the home 
Improving Interpersonal relationships 
Coping with family problems 
Overcoming emotional difficulties 
Employment counseling 
Counseling on:Job interview techniques 
Job "seeking sf^lls 
Realistic employment aims 

4. Contractual arrangements. 

Regular attendance of clients at treatment sessions 
provided under these programs was facilitated by offering clients 
assistance in obtaining child care and/or, obtaining transportation in 
order to make attendance feasible. Clients were encouraged but not 
mandated to participate in, the in-house programs appropriate to their 
needs. Those rejecting group action were counseled on a one-to-one 
basis. Services provided by these programs were not locally accessible 
to persons on public assistance. For each client Within the programs, 
attendance, therapeutic compliance with program goals, change in 
health behavior and status as well as conditions contributing to 
noncompliance were recorded. When noncompliance ^extended to more than 
one program session, notification was sent to the client and to the 
client*s^ caseworker at DSS or DSS/SAU. 
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' c) Re^rals 

Active intervention clients, having health problems which 
required medidal!, dental or other health rehabilitation services, not 

•provid)^ by the in-house programs were referred to individual health 
care professional s^^or clinics or hospitals as required by their condition. 
Under CHRP, refierfal^ included overall client advocacy "^in the health care 
delivery system ^siich^ that not only were appointments made with the. 
health care professional and/or facility but also x:lients were taken 
when necessary to appointments .ciid their needs fully explained after 
the first vtsit. In the instance that a client required special 
services oveV. and above those normally covered by Medicaid, the 
CHRP physician would communicate with the local Medicaid authority 

, to obtain necessary permission for the procedure. Such permission 
xfom Medicaid: was required in the case of a client needing plastic 
surgery and when particular dental reconstruction was required. 
Selection of health care providers in the referral system was by CHRP 
physicians and staff. 

d) Support services; 

r 

CHRP avoided duplication of^support services provided in the 
community. • Whenever the* need became apparent and clients were eligible 
for support services within the community pertaining to health, these 
were utilized. Such services included drug abuse and alcohol abuss 
units, nutrition services (EFNEP) and family planning services. Bamily 
planning services in Ithaca that were utilized included Planned Parent- 
hood and in Syracuse, the Onondaga County Family Planning Clinic 
system. 

e) Follow-up 

Follow-up of clients was at three, six and nine months after 
their entry into the program whether they were in the active inter- 
. vention or control group. At the time of follow-up, client progress 
was documented and new health problems recorded. In addition, 
anthropometric measures and the MMPI hypochondriasis test were re- 
peated. Fcrllow-up records also were completed with respect to the 
client's employment and welfare status. When clients had completed 
their period of active association with CHRP and were already either 
in job training programs or in employment, three-month follow-up 
sessions might be waived and information obtained on client progress 
through use of mailed forms. The latter option was utilized only 
in those cases where the client would not be persuaded to return 
to the respective unit at scheduled or alternate times. , 
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D, Characteristics of- the Total Sample 



1) Demographic- characteri sties f, 

' The- total, sample group consisted in 254 men and women who were resi- 
dents either in Tompkins County or in Onondaga County (including the City 
of Syracuse) in Upstate New York, Among these clients there were 79 men 
and 185 women. The percent of women in our sample {70%) is almost identi- 
cal to the national statistics for fiscal year 1974 for women {72,%) in 
the WIN program. Since the guidelines for AFDC client referral differed 
between Ithaca and Syracuse, it was decided that in the analysis of the 
data, the two locations would have to be examined separately. 

'a) Age. The age distribution of the samples differed ,between^ Ithaca 
(Tompkins County) and Syracuse (Onondaga County) such that the Syracuse 
group was older than the group in Ithaca (r==.20, p < .01). In Ithaca, the 
mean age for the sample was 28.5 years, and 45 percent were 25. years or 
less in age. In Syracuse, the mean age of the. group was 36.1 years and 
only 12 percent were 25 years or less in age (Table 2). 



Table 2. Age, by project location 




Aqe( Years) 


Ithaca 


- Syracuse 


Total 






Percent 




16-20* 


10 


2 


5 


21-25 


35 


11 


22 


26-30 


27 


11 


19 


31-35 


12 


23 - 


18 


36-40 


5 


23 


16 


41-45 


4 


12 


8 


46-50 


6 


16 


11 


51-55 




2 


1 


56-60 


1 








lOOX 




' 100% 


N reporting 


116 . 


142 


258 



b) Marital sta tus. At the time of entry into CHRP for health evalu- 
ation, 24 percent oORe Ithaca sample stated that they were marfied and 
26 percent of the S^^racuse sample indicated their marital status in this 
category. There Cjwere"mpr;6 single and divorced persons in the Ithaca sample 
than in the Syracuse g^up. In the Ithaca group, there was a lower per- 
centage of persons who were separated than in Syracuse. The number of per- 
sons widowed in the two groups was similar (Table 3). Both in the Ithaca 
and the Syracuse sample, marital status was age dependent (r=.29, p <.001). 
In Ithaca in particular, significantly more of the .clients under 30 described 
themselves as single. 
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table 3. Marital status, by project location 

Ithaca Syracuse 



Marital Status 



Married 

Single 

Divorced 

Separated 

Widowed 



N reportinfl 



24 
33 
23 
17 

3 

112 



Bercent 

26- 

17 

30 

23 ■ 
4 



10056 
139 



• Total 



25 
25 
27 
20 
3 

100% 
251 



c) Number of children. For clients with families, number of child- 
ren-was quite variabl6. For the 253 clients in the sample from whom siich 
information was available, the mean number of children was 2.7 per famljy, 
but 18 percent of the clients had no- children and 13 percent had 6 or more 
children (TabTe 4)-. 

# 

Table 4. Number of children, by project location 



Number of children 


Ithaca 


'Syracuse 


Total 






Percent 




None 


28 ! 


10 


18 


1 child 


22 


13 


17 


2 children 


17 


17 


17 


3 children 


17 


17 


17 


4 or 5 children 


12 


- 23 


• 18 


6 or more children 


4 


20 


13 




100%- 


100% 


100% 


N reporting 


117 


136 


253 



The number of children per client was age dependent (r=.61, p < .0001) 
which was also reflected in a significant correlat-^.on between number of 
children and project 'location (r=^.3?, p <.001), since clients in the Syra- 
cuse project were also older than those in the Ithaca project. 

For 'females with children, the age at the time of the first pregnancy 
tended to be young, with 69 percent of these women having had their first 
pregnancy before they were 20 years of age. The mean age of the first 
pregnancy was 18.7 years with no differences between the two projects. 

d) Education .* In general, the educational status of clients was 
very limited, as can be seen in Table 5. Twenty five percent of the clients 
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had had an eighth grade educatipfi or less, while 33 percent had received 
.12 years or more of schooling. In comparing these figures with those re- 
ported in the Manpower Report of the President (12), it would appear that 
the clients in the CHRP /project had less education than had the enrollees 
in. .the national WfN prqgram. Figures reported for fiscal year 1974 for 
WIN enrollees showed t|iat 10 percent of the population had less than an 
eighth grade educatioo and 40 percent had 12 years or more of schooling. 



Table 5. Last grade completed in school, by project ^location . 



Grade Compl eted " 


Ithaca 


Syracuse 


Total 






Percent 




8th grade or less 


13 


36 


'25 


9-1 1th grade 


42 


42 


42 


high school graduate 


32 


20 


26 


schooling beyond high 


13 


2 ' 




school 










100% 


100% 


100%'" 


N reporting 


115 


140 


255 



The number of years of schooling was significantly related to project 
location (r = .32, p < .001) with' clients in the Syracuse project having 
less education than those in the Ithaca project. Number of years of school- 
ing was also age related (r = -.32, p < .OOJ) with older persons having less 
education than younger ones. Another Interesting correlation with education 
was that of number of children (r = -.27, p <.001), indicating that those 
with more children tended to have less education. As would be expected, 
there was an inverse relationship betv/een level of education and the age 
at first pregnancy, with the mean age of school leaving for women at. 16.6 
years. For men, the mean age of school leaving was 17.3 years. 

e) Socioeconomic status of origin. It vtes found that the socioeconomic 
status of origin of the Syracuse clients was lower than that of the Ithaca 
clients, these differences were defined from responses to the question: 
"What was the breadwinner's occupation when you were 10?" While in both 
the Ithaca and the Syracuse samples, the family breadwinner was most likely 
to be a laborer, more of the Ithaca famijy breadwinners h^d been craftsmen 
, or in a higher occupational category. The reverse was true in the Syracuse 
sample. Looking at this in a different way, for each of the lower occupa- 
tional categories, greater percent of the total r • in the Syracuse group 
and for the higher occupational categories, a grect^r percentage were in ^ 
the Ithaca group (Figure 1). The socioeconomic staiuf; of origin if clients 
as determined by the occupation of the breadwinner when the client was 10 
was not significantly related to age either in the Ithaca or Syracuse sample. 
The percentage distributions for occupational categories of breadwinner 
where client was 10 are shown in Table 6. 
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BREADWINNERS' . OCCUPATIONS 



% OF TOTAL, ITHACAl^ PLUS SYRACUSE OEIIIl 



1?'r'ofessionat, technical 
Managers & administrators 
Satesworkers 

I Clerical & iiindred 

[/Craftsmen, foremen, etc. 
.Operatives, except transport 
transport equipment operatives 
Laborers, except farm 
Farm laborers & farmers 
Service worlcers except household 
Private household workers 
Was not working 
Child was in state custody 
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Breadwinner's Occupation When Client Was Ten 
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Table 6, Occupational status breadwinner when client was 10, by 
project > loca,t1on , 



Occupational Catexjory 



Ithaca 



Professional , technical 
Managers and administrators • 
Salesworkers 
Clerical and kindred 
Craftsmen, foremen, etc* 
Operatives, except transport 
Transport, ^aipment operatives 
Laborers, except farm 
Farmers and farm managers 
Farm laborers and farm foremen 
Service workers, except private 

household 
Private household workers 
Was not working 
Child was in state custody 

< 

N- reporting 



5 
8 
6 

10 
14 
11 
5 

22 
4 
1 



1 
9 

112 



Syracuse 



Percent 
1 

4 

- 1'- 
5 

12 
. 8 

6 
23 
' 12 

5 

8 

• 

4 

8 

132 



Total 



3 
6 
4 
7 

1,3- 
10 
' 6 
22 

8 

3 

6 
2 
8 

2. 

lOOX 
242 



In response to the question "Who did you live with at the age of ten?", . 
it is important to see that 61 percent of the total sample lived with both \ 
parents at the age of 10, Other persons with whom clients lived at this 
time of their childhood were a mother, a father, a grandmother, a grand- 
father, another relative, another :ion-relative, both grandparents or al- 
ternately one parent or another (Table 7). 



Table ?• Person(s) with whom client lived at age 10, total sample 



ERIC 



Category - 

Mother 
Father 

Both parents 
Grandmother 

Grandfather * 
Other relative 
Other, non-relative 
Both grandparents 

Ond parent (at a time or unspecified) 



\\ reporting 



Percent 

19 

8 
61 

2 

1 

2 

4 

2 

1 

1005S 
248 
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. f) Welfare* Al though bys^rografn definition clients entering the 
CHRP progRanTwere required to be on public assistance, there were, in 
fact, clients who -entered the program while, they were in the interstices 
of the welfare system. For the total sample at the time of entry, Z4 - 
clients (9«)''were not currently receiving public assistance, 164 (;6ZXJ 
were on AFDC only, and 11 clients (4X) were considered to have been on 
AFDC and Home Relief, meaning that at or about the time of entry into 
the program, they were switched from one form of public assistance to 
another due to change in family status. Sixty-one cTlents (24%) were 
*on Home-Rel i,£Lai;>ly. ^ 

2) Life setting* » , ' . • . * 

a) rhara rtt»risticg of the households, dt^was found* Jbat the number^ — k. 
of people who lived with the client varied wid^>, though 12 percent of / 
the sample" lived alone, 20 percent IJved with one other person, and Z| V - 
percent of the sample lived in a three person household. -There were- four 
clients who were living in a facility for drug abusers. . - • 

Twenty percent of household membe^vljvlng with clients-were less. ' 
than six years old, with 74 percent less than the age of majority (18-- - 
years). Most clients gave the marital status of other household members, 
-as single, which is in a large part explained by the ;iumber of-children ^ 
.and adolescents in the household. ' -. . . 

Examination of the relationships between the client and other house- 
hold members showed that 71 percent of the other houseljold -members were 
children, 9 percent a spouse, S-percent a male friend, 4 percent a female 
friend, and that very few subjects had a -father or mother as a household 
member! This was to be expected since most of the clients in the program 
were AFDC recipients. > 

It is important to note that 47 percent of cases stated that they 
emotional support. from a, friend, whereas 12 percent said that they had no 
emotional support from anybody. Other moderately common sources of atrotion- 
al support cited included a parent, a relative, an agency or 'support from 
God-" 

b) Work/educational status of other household members . The work or 
educational status of other household members was given as preschool for 
15 percent of household members, school for 60 percent, aind any kind of 
work or training only in the case of 12 percent of persons. There were 
20 percent of households in which another household member was wording and 
contributing to support. Reasons given why the 8^ other household members 
could not work included that they could- not find employment, that they had 
physical or emotional problems, that they were ndt trained to work,, or 
that they were too old to work. Clients who cit^d household members as be- 
ing physically or mentally unfit to work mentioned among possible reasons, 

♦Tables for this section appear in the Appendix. 
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acute medical problems, chronic medical problems, emotional problems, 
alcoholism, mental retardation, and a prison -record. Other reasons for 
hbusehold>members not working which were mentioned included "? babysitter, 
that they^could not read, that they , had a handicapped child, that they 
were pregnant, that they were functioning as a housew fe, that they had 
transportation difficul.ties. or that they were on work relief - the 
latter two categories being mentioned only by one client eacn. 

Among clients who^indicated that one or more their children of 
school age was not in i regular school (21 responses), 14 indicated that 
thej had a child in a special school, three that they had mentally re- 
ta?ded children, one that t;he child was in trouble with 'the law. one that 
a child- W5S working, and two that a child had dropped out of school afld 
Has not presently employed. 

c) PiihUr! assistance status of other ho usehold. members* Within the 
client's household, other household members might be on public assistance, 
evidenced by responses indicaJing other household members on Home Relief. 
Social SecuHty. unemployment-insurance. Disabled Veterans and government 
allo?inent. However, the largest group of other h^ehold member getting 
lupport currently were the clients' children or oth^r children within the 
hoSsehold (92%). Other jionwage. income coming into ffte households included 
support from the client^s father or ex-husband. 

• ^Residential mobility.- Clients in the sample were characterized 
by shoJt 7llW n - ce at one loca tion, as indicated by the fact that approxi- 
mately 60 percent had moved one or more times in the last year. In addi- 
34 pe?«nt of the sample indicated, that they expected to iraye within 
the next 5ear. because they were not happy with their current living ar- 
SngSts! There were, however. 12 percent of the clienti.who had lived 
in their current pUce for five years or more. ; 

e) rh.'^.fpH.Hr. nf the hpusin o unit. 'J'st clients Vi^^ in an 
apartment- (663J). witt^ a snid^ I, number 1 ving in trai ers. ^EJS^-^^ve 
percenii indicated that theitf^mit wasvowned by a P!:^vate l#lord. with 
S V M bercent living in public housingr In keeping withjthe public as-, 
k islante statSs of thi sample. 78..perce3 stated that the/^Jelfare d^part- 
mlnt Si'd the ?ent Most of the clients lived jtifone- or Wdwelling 
^n!^struc^!lre^5i%)/w^ aSout twi)-thirds: af the clients stating that 
their home or apartment had five or more rooms. .. 

•'Very few persons 'indicated that meal s^ were iriclqded in the housing, 
arrangement but bf thoSe wh'6 responded to the ^""estio.ns. about cooking 
privileges. 97 percent indicated ..that these were ava lable. ^Most _of tr.s - 
El ents did riot share a kitcnen. although of those clients who say 
^that thsv shared a kitchen, sharing was usually with fewer .than five 
perLSs Aglin. ^SSf the. clients indicated that they did not share 
bSoms; The'numbe - of beds jn the home varied. widely, but four out . 
of five Indicated- four or fewer beds. Only^3 percent of the clients 
indicated that they had a 1;elephone. wi'th 24 percent sa7in9: that they - 
could be reached by phone through a friend and 22 Pe»'cent -indkating that 
they had no telephone at all. On the other hand. 90 percent ^of the clie|)t 
had a TV set. . .' '. ' ' 



3) Employment .histories ' • ' 

Data on employment histories are presented for the total samplje, be- 
clusethere were no significant differences between projects in terms of 
job tenure or raximum pay categories*.- Th'ere wertf, however, interesting 
dif^ferences between males and female^:, thus the data are presented for. 
thes6 groups' separately. • . • 

' in the total ^aijiple, the mean total months emplQyed ,for men was 79.5^ 
months (m.edian 48.1 months).* The mean number of.-jobs.hbld was, 4.4. Among 
the women, the mean total months employed- wasr 59.3 (median- 35. 6), The 
mean number paying jobs held by the male^:lients wa.s 4'.4\ For female 
clients, the mean total num^ber of paying jobs held was 3*5* 

For those whe. had held jobs as determined by the work hi'stof^!, the 
total time emptoyed (job tenure) showed an interesting binbda] distribu- 
tion for the sample such that it appears jthat/ ?5. percent of the sample- 
had been employed for less than 12 months, *wKile 35 percent had been em* 
ployed for mor6] than five years (Table'8)» "rts vx)uld ]3'e expected, job' ; 
tenure was significantly related to age (r .38, p< .001), older persons 
having been employed for a longer period "of $ime. 

Table 8. Total time employed for those' ,who had held jobs, total sample 



Length of Time Etnploy^d Percent 



6 months or less 


•14 


7-12 months* * 


13 . 


1-2 years 


i3 


2-3 years- 


•. 10 


3-4 years 


- '10 


4-5 years 


• 7 


5-1 0 years 


18 


■ 10 years or nwre ' 


17 




• 100% 


N reporting ' 


237 



Comparison of maximum pay category by sex revealed that there were 
highly significant differences with men earning more than women (Kendall's 
tau c, p < .0001) (Table 9). Examination of the table indicates that- 
for the women 33 percent of the sample harf a miaximum previous pay cate- 
gory of less than $2.00 per hour, but only 6.7 percent of the'menVere in 
this category. Both the men and women had, in general, b^en in very low- 
paying jobs. Analysis shows that a substantial proportion of the women 
had been earning less than the minimum wage. ^ ' 

/ 
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Table 9. Haximum pay category, by sex-' in total sample 



Pay Cateqo'rv/Hour . Hales Females 

Percent 

NeveP worked ' • 5 7 ■ 

Less 'than $2.00 7 34' 

$2. or- $3.00 ' 28 . ■ 46 • 

$3.01 - $4,00' . 39 . 11 

•$4^-01 - $6.00 . .13 ■ ■ 2 

$6.00 or' more iJlT "L^ 

100^ ■ 100% 

N reporting • 75 " 181 



^Pay category was significantly different by sex 
(p ^< .0001, Kendall's tau c). 



4) Public assistance histories 

. Public assistance histories indicated that 42 percent of ttie clients 
had been on public assistance prior to the project period and that almost 
al-1 of the clients (97%) "were on Medicaid at the time of initial project 
contact. 

It is important to note that in response to the. question "How did you 
support yourself just before yoi^ applied for public assistance?", almost 
half) (49%) of the clients stated that they had been working and supporting 
themselves. An additional 6 percent stated that both they and their spouses 
had been working. Nineteen percent had -been supported by a working spouse*. 
11 percent by their parents, and the remaining 15 percent had some other \ 
source of support. . ^ 

When asked, "Have you ever been--on welfare before this?", 20' percent 
said that they had previously been on AFDC, 2 percent on SSI, 16 percent 
Qn Home Relief, 3 percent on food stanlps only, and 5 pe^nt on Medicaid 
only (Table 10).. ^ • 



Table 10. Percent who had previously been on public assistance artd 
average duration, by type of assistance, total sample 



Type of Previous i 
Public Assistance-' 

AFDC 

Home Relief 
Food Stamps only 
Medicaid onTy 
SSI • 



(N=264) 




Number of Months 




% ■ 


Mean 


S.D. 


Median 


^tode 


20 


34.7 


42.6 


12.3 


12 


16. 


16.9 


20.2 


11.6 


6 


3 


16.7 


T8.7 


6.0 


3 


■ 5 


21.9 


25.3 


11.8 


'3 


2 


21 ;o 


11'. 5 


18.0 


12 



-56 



-33- 



Of those clients who stated that they had previously been on AFDC 
or Home Relief, half had received this type of assistance for 12 months 
or less. Those previously receiving food stamps were in receipt of such 
for a median of 6 months. The median duration for those on Medicaid was 
less than one year. 

Client responses to the question "Have you ever applied for SSI?" 
indicated that 17 percent of the total sample had applied for this fom 
of assistance' between 1963 and 1977. Only 5 per'ceht of the clients h^ 
actually been in receipt of SSI in the past. For these clients the mean 
number of months that^ they had received SSI was 21. 

. It can be seen from Table 11 that females in. the total sample had 
been on AFDC for a much longer period of time than had males (p < .001). 
There were no 'differences, however, either by sex or by project in length 
of time on Home Relief. 

Again we observe differences between projects, this time in terms of 
length of time on public assistance,' In Ithaca, clients had been receiv- _ 
ing AFDC payments for an average of 48.2 months, while in Syracuse, "cttgfrts 
had been receiving these benefits for an average of 78.7 months (p < .001). 
Undoubtedly there was an age effect, since clients in the Syracuse sample 
were, oh the average, older than those in Ithaca. 

Table 11. Mean (S.D.) total months on AFDC or Home Relief, for combined 
projects by sex and project by sex 









Total 


Months On 






Category 


N 


AFDC 
Mean 


S.D. 


Home Relief 
N Mean S.D. 


Combined Projects 
Male 
Female 


35 
113 


32.3 
78.5 


36.5 
71.0 


27 
46 . 


26.9 
36.9 


36.3 
47.1 


Ithaca 
Total 
Male 
Female 


54 
9 
45 


48.2 
16.3 
54.5 


49.3 
13.9 
51.4 


. 48 • 
19 
29 


27.0 
24.5 
28.6 


34.9 
36.6 
34.3 


Syracuse 
Total 
f^le 
Female 


94 
26 
68 


78.7 
37.8 
94.3 


73.7 
40.4 
77.7 


25 - 
8 

17 


45.2 
32.6 
51.1 


55.3 
37.4 
62.0 



5) Clients' agency contacts . 

In answering the question as to how they had "found" CHRP,. 67 percent 
indicated that this contact was made through a social agency which is inter- 
preted to mean that the client was referred through DSS or WIN/SAU. The 
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other major source cited for client referral was the employment agencies 
(23«j which could mean the New York State Employmsnt Service, WIN/DOL or 
CETA. Other means by which clients said they were put in touch with CHRP 
included the news media, friends and other agencies. ' -t 

At the time of entry, only 14 clients (4%) out of 264 valid cases, 
said they were registered with CETA. 

At the- same time, 112 (42%) stated that they were registered with 
WIN. On the question of whether they had worked or studied through a 
job-training program in the past, only 55 clients (21%) stated they had 
been in job- training programs. 

Host contacts made with social agencies by clients during the last 
year had been with "welfare." The mean number of contacts within the 
Department of Social Services as stated by the client was 3.3. Among 
those clients who had had contact with the Family and Children's Service, 
the mean number of contacts was stated to be 5.5. Of the 9 clients who 
had had contact with Cooperative Extension, half had had at least 4 con- 
tacts. Among the clients who had been in contact with the .Employment 
Service, the mean number of contacts was 7.4. Stated client contact with 
a private employment service indicated that there were only 5 reported ■ 
cases during the last year. Among the 28 clients who indicated that they 
had had contacts with the vocational rehabilitation office, the mean-num- 
ber of contacts with this agency was 3.9. For the 46 clients who stated 
that they had had contact with a public legal service, the mean number 
of contacts was 3.6. On the other hand, for those 11 who had had contact 
with a private legal service, -the mean number of 'contacts was 2.4. uniy 
8 clients had had contact with a loan or financial company and 19 had 
made other service agency contacts in the last year. 

For the 87 clients who had been registered with WIN, the mean number 
of months with the program was 10.3. Only six clients stated that they 
had been with CETA programs at the time of entry and of the four who 
remembered how long they had been with CETA, the mean number of months 
that they had been with these programs was 7.7.; » 

6) Health attitudes and practices 

a) Self-perceived health restrictions preventing work. For both 
men and women, 67 percent believed that health restricted the type of ^ 
job that they could get. Of those who perceived health restrictions 
on working, many rep"brted "a bad back", nervousness while working, 
obesity, blackouts, bad eyesight, and bad legs which prohibited standing. 
Among the women, significantly more reported that their "bad Tegs 
prohibited standing" (46%) as compared with 24 percent among the 
men. (Table 12) 

Of those who felt they had health restrictions, 21 percent of the 
men and 18 percent of the women stated that their doctors had advised 
them against working. 
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Table 12. Percent of clients who believed health restrlctiORS prevented 
working, by sex of client and total population 

Self -perceived health restrictions Hale FenaTe^ Total 

Percent , ^' 

38 42 , 41 

24 46 40 

36 39 - 38 

14 25 22 

21 18 • 19 

22 18 19 
16 17 17 

4 7 6 

8 5 ' 6 

4 '7 .6, 

6 6 6- 

50 125 175 



^Chi Square 6.36, p< .02 

Significantly more of the Syracuse clients believed health restricted 
working (83%) as compared with the Ithaca clients (50%). 

1>) Health attitudes and awarenesr *. Client responses indicated 
that about three-fourths of the sample Tiad had a physical examination 
in the last year. However, it was evident' that the client's most 
recent» physical examination might be by a variety of providers, some 
giving the examination for specific or limited types of health problems., 
lie question whether physicians who saw the clients correctly interpreted 
symptoms. If they did understand that symptoms, as' we dtiscovered, were 
related to the common presenting disorders such as obesity, neuroses and 
alcoholism, then the inference may be made that little attention was 
given by the doctors to health education and counseling. Further, it 
seems that unless we are to discount clients' comments on their 
physician's advice against working, it muat be assumed that rehabili- 
tation of clfents for employment was not a significant component of 
the health care received. 

With regard to the physical examinations, it was reported that 
blood pressure was usually checked and urine examined. However, -IB 
skin tests or chest x-rays were only provided for 44 percent of the 
sample. Hearing was checked for 58 percent and eyesight was checked for 
64 percent of the sample, respectively. Whereas infrequent use of 
family planning clinics is indicated, responses may be biased by the 
inclusion of males among the respondents. 



Bad back . 
Bad legs prohibit standing 
Nervousness. 
Overweight 

My d05.tor adv^ised against working 
Bad eyesight 
Blackouts ! 
Skit), complaints 
Bad '-heari/ig 
ToothTessness 
Lameness ' - . 

♦ 

N who felt they had health restrictions 



^Responses to the questionnaire, "Health Attitudes and Awareness", are 
shown in the Appendix. 
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Underutilization of physician services Is suggested by statements 
that almost half of the respondents would put off seeing an M.D. when 
sick and that 25 percent would only see a physician for emergencies.. 

Whereas only 20 persons (8X-). in the sample reported that a. 
physician had ever refused to treat them, 10 of these stated that 
•refusal' was because they were on public assistance. 

In view of the prevfilence of neuroses In the sample (s^e diagnoses). 
It is interesting, that 4-3 percent expressed a desire to talk to a, 
psychologist about their nerv.es. 

Delay In seeing a dent^it was admitted by 57 percent. However, 
64 percent of the sample stated that they had a regular family dentist, 
and' 55 percent had had a dental examination in the last year. Most of 
the sample (90.0%) had been given their last dental examinations by 
a qualified dentist. 

Eye examinations, other than for automobile licenses, had been 
obtained by 52 percent of the sample In the last year, but when 
questioned about who checked their eyes, only 42 percent answered 
that they went to an ophthalmologist. In the sample, 64 percent wore 
Glasses, but of those who wore glasses, the last time new glasses had 
been obtained was more than 4 years before for 32 percent of respondents. 

Various reasons were given for delay in seeing a doctor Including, 
most commonly, a claim that the client could take care of her/rtimself 
(71%). Transportation difficulties were^cited by about one-fourth of 
' the clients.. • ' ^ 

Coninon reasons for visiting the dentist Included toothache (54%), 
.need to have a tooth pulled J48%), and provision, adjustment or replace- 
ment of dentures (approximately 25%). -Delay n visiting the dentist 
was most frequently because they were afraid (57% and because they 
■put off the visit until it was really needed (38%). 

c) Eating, drinking and smoking. practicesV Consumption patterns 
for foods and beverages as well as cigarettes indicated a significant 
Incidence of undesirable habits which were associated with health 
problems and which may explain particular groups of symptoms. Dietary 
deficiencies or specifically, deficiencies in dietary quality, are 
- brought into focus by examination of food frequencies with respect 
to consumption of raw vegetables, cooked vegetables and milk which 
are all rich sources of mitronutr>ents, including vitamins and 
minerals (Table 13). These foods .also have a high nutrient to calorie 
ratio, . . - 

Evidence is presented that there were associations between total 
avoidance of one or another of these food categories. 
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Table 13. Client consumption of raw vegetables, cooked vegetables 
and milk, total sample. 



# of tin«s 
consumed 


Cooked 
Vegetables 


\Weekly 
— 


Raw 
Veoetabl es^ 


Daily 
Milk . 






\ 












Percent 




0 


10 




29 


28 


1 


c 
0 




1 ^ 


00 
cc 


2 


10 




15 


. It 


3 


10 




14 


9- 


4 


8 




8 


6 


5 


7 




4 


4 


6 


3 




3 


5 


7 


43 




13 


r 


More than 7 


3 




2 


3 


WS% 




W% 




N reporting 

• 


263 




264 


261 



Using Pearson correlation, it was found that avoidance of cooked 
vegetables was associated with avoidance of fruit juice (r ? .20, 
p <.001, N = 263), thai; avoidance of raw vegetables was associated 
with avoidance of cooked vegetables (r =» .10, p < .06i N =» 261) and 
frUit juice (r = .13, p < .05, N = 261) and that avoidance of daily 
milk was associated with the avoidance of fruit juice and cooked 
vegetables (r = 0.15, p <.01, N =» 261 and r = .16, p < .01, N = 261, 
respectively). It is of further importance to find that avoidance 
of cooked vegetables is positively correlated with obesity as 
measured by triceps skinfold thickness (r.= 0.12, p <.05, N = 260) 
but that avoidance of daily milk was negatively correlated with this 
anthropoinetric measurement (r = -0.14, p <.01, N = 258). Interpreting 
these relationships, we see that the fatter clients were more likely 
to avoid cooked vegetables but that the thinner clients were more 
likely to avoid daily milk. 

Alcoholics were more likely to be thin than fat (alcoholism 
vs. skinfold r = 0.14, p <.05, H = 261) and were also likely to 
avoid intake of raw vegetables (r = -.13, p <.05, N = 261). 

There emerged subgroups within the sample population whose poor 
> eating habits detract from the attainment and/or maintenance of good 
health." In support of this interpretation,- findings from other 
studies indicate that food frequency data can be used as an index 
•of nutritional risk and, that among indigent groups., the obese as well 
as alcoholics eat-badly. Low intakes of vegetables, particularly 
raw vegetables^^impose a risk of deficjency of B vitamins and, of the 
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B vitamins, patiticularly folic acid since this vitamin is largely 
obtained from suqh sources. It has been amptly demonstrated in our 
earlier studies, as well as by other investigators that among low 
income women, who are obese, folate deficiency is prevalent. Folate 
deficiency is also the most common nutritional deficiency disease 
among alcoholics. 

• In a study of women in family planning clinics, it was recently 
found that age and education as well as per capita income were 
significantly related to. the total number of foods reported to be 
eaten. -Tricep skinfold thickness and percentage standard weight 
for height for age were also negatiAtely related to the number of 
foods reported to be eaten. Plasma folate which is highly correlated 
with folic acid intake was found in this study also to be correlated 
with age, education and negatively with tricep skinfold thickness and 
weight for height for age respectively. (25). 

Consumption of sodas was high and of those who responded to the 
question about soda drinking, 14 percent drank 4 or more glasses of 
soda a day.. The prevalence of heavy coffee drinking was supported 
by the finding that 38 percent of those who drank coffee admitted 
that' they drank 4 or more cups per day including 14 percent who 
drank 10 or more cups of coffee a day. Twenty- three percent, however, 
indicated that they did not drink coffee. Various reasons were stated 
for drinking coffee but it is to be noted that 10 percent of the 
respondents said they drank coffee when they were nervous. 

From the total sample, there were 189 (72%) who admitted to 
smoking cigarettes and, of these, 46 percent smoked more than one 
pack a day. Among the smokers, respondents stated they smoked more 
when they were nervous, when they were out with people, when they 
were bored, when they were relaxing and when they wanted something to 
do. When asked why they smoked, respondents gave .itiulti pie reasons 
including 71 percent who stated it was habit, 29 percent for the taste, 
52 percent to calm their nerves and 35 percent who said they- smoked 
for something to do. 

Among the clients, there" were- 70 percent who admitted to drinking 
alcoholic beverages but of tliese, only 8 percent stated that they 
drank one or more times a day. Times of drinking was misleading since 
many drinks could be taken on any one drinking occasion. Under- 
reporting of alcohol intake was most evident because of objective .signs 
of inebriation at the time of health evaluation and laboratory signs of 
alcohol abuse and/or' hepatic dysfunction. Coninon times when clients " 
stated they drank more alcoholic beverages were when they were out with 
other people, when they wanted to have a good time, and when they were 
relaxing. However, it, appears from the responses of the question of 
"When do you drink more?", that a significant number of clients admitted 
that they drank more when they were depressed, nervous or bored. Common 
reasons for drinking were that, they wanted to be sociable, that it had a 
calming effect, and that it helped them forget their troubles, that it 
gave them a good feeling and that they enjoyed the taste. Drinking from 
habit was also admitted by 12 percent of the respondents who drank. 
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Eating, drinking and smoking habits of our sample clearly point 
out a need for health counseling. A need for nutrition counseling 
Is supported by information provided to us concerning probably 
tieficiencies and excesses in the diet. The expense as well as adverse 
health affects of excessive coffee drinking, soda drinking, smoking 
and alcohol consumption is generally well known. It is, however, 
well to point out thjiit consumption of sodas containing sugar will not 
only contribute to the daily energy intake and hence may. Influence 
development of obesity but also the sugar in the sodas will promote 
the incidence of dehfal caries. Heavy coffee drinking, rather than 
calming the nerves is liable to cause nervousness and also insomnia. 
SmokTlng not only carries the long-term risks of lung cancer but also 
of exacerbation o1^ the symptoms of cardiorvascular and l!ing disease. 
Smoking is also a major cause of coughing,, breathlessn'ess and reduced 
vital capacity. The long-tergj effects of alcohol abuse include the 
major problem of dependence and of alcoholic diseases including 
hepatitis, cirrhosis of the liver and alcoholic brain syndrome?. More 
inmediate effects of binge drinking or daily alcohol abuse Include 
•the development of headaches, blackouts, indigestion, and insomnia. 
It is our opinion that the drinking and the. smoking behavior's of such 
sample groups as this who are on public assistance may feontribute to 
the health problems which they ^stafe -as work limitations-. A vicious 
circle is obvious in that unemployment would also be conduslve to tiie 
development of these habits more especially among people who do not 
have the educational or social advantages to participate in more 
health giving activities. 

7) Current health complaints 

The ten most common health complaints cited at the time of entry 
of clients into the program foi* health evaluation were frequent 
nervousness, frequent tiredness, breathlessness, backache, cough, 
frequent headaches, insomnia, indigestion, palpitations, and stomach 
pain (Table 14). 

Interesting and important correlations were obtained between 
the number of current health complaints and other variables (Table 15). 
Among demographic variables, the number of current health complaints 
was positively correlated with age and negatively related to education. 
The number of complaints were positively related in number to the 
number of children and to the age of the youngest child and negatively 
correlated with the maximal previous pay category. The Syracuse 
sample presented with more health complaints than did the Ithaca 
sample (correlation of current health complaints with project). Clients 
stating that health restricted their work had significantly more 
current health complair.ts. It is interesting to note that the longer 
clients had been on AFDC, the more health problems they complained of. 

Fatter clients had significantly more current health complaints as 
shown by the correlation between tricep skinfold thickness and current 
health complaints. Performance on the step test was negatively correlated 
with the number of current health complaints and with vital capacity. 
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Table 14. Current health complaints, total sample. 



Health complaint 



Frequent nervousness 
Frequent tiredness 
-Brenthlessness 
Freq"ent backache 
Cougn 

Frequent headaches 
Insomnia 

Flatulence/indigestion 

Leg cramps 

Palpitations 

Stomach pain 

Allergies 

Swollen ankles 

Frequent urination 

Current hot flashes 

Noises in ears or head 

Gum tenderTiess" 

Arthritis 

Constipation 

Bleeding gums 

Flat feet 

Morning nausea 

Toothache 

Faintness 

Skin rash 

Diarrhea 

Urinary incontinence 
Seizures 
Paralysis 
Prolapsed uterus 
Current pregnancy 



% who reported-complaint — 
(N = 242) 
61 
58 
55 
47 
43 
41 
41 
39 
38 
37 
34 
34 
34 
31 
30 

^ 28 
27 
25 

- 20 
18 
18 
18 
18 
18 
18 
16 
16 
. 6 

4 

4 

1 



Associations were also found between certain psychometric 
measures and the number of health complaints. IQ was negatively 
related to the number of current health complaints. Significant 
relationships were found between certain of the 16 PF factors and 
current health complaints such that clients who were emotionally 
less stable (Factor C) showed more health complaints and this was 
also true for clients who were unmotivated (Factor F), Clients 
who were der-ressed (Factor 0) had more health complaints as did 
clients w..o were overwrought (Factor Q.). Clients who had a higher 
score on the MMPI hypochondriasis scale also reported significantly 
more health comDlaints. 
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Table iS. -Significant correlations between number o'f current health 
complaints and other variables, total sample. 



Variable 


N 


r 


P' value 


Age \ 
Education 


241 




< 


.001 


224 


-.14 


< 


m 


Hunter of children 


231 


.24 


< 


.001 


Age of youngest child 


187 


.21 


< 




Haxlrnal previous pay'category 


242 


-.15 


< 


.05' 


Project location 


242 


.18 • 


< 


.01 


Client felt health restricts work 


242 


.15 


.< 


.05 


Duration on AFDC 


173 


.19 


< 


.01 


triceps skinfold thickness 


240 


.19 


< 


.01 ' 


Step test (lo score =» fitness) 


22i 


-.27 


■< 


.001 


Percent vital capacity ' . 


229 


-.21 


< 


.001 


IQ 


242, 


-.13 


< 


.05 


16 PF factors ^ 










. C (hi score = emotionally more stable) 


253 


.20 


< 


.001 


F (lo score = unmotivated).- 


253 


-.13 


< 


.05 


0 (hi score = troubled) 


253 


.23 


< 


.001 


QA(hj score. « overwrought) 


253 


.17 


< 


.01 


MMPI hypochondriasis^score 


227 


♦ .71 


< 


.001 


Number of physical diagnoses 


242 


.33 


< 


.001 


Neurosis r Dj^ 


242 


.26 


< 


.001 


Alcohol - 


242 . 


.18 


< 


.01 



The total number of physical diagnoses obtained from the health 
evaluations was positively correlated with the number of health com- 
plaints* as were^the -ipeclfic diagnoses of neurosis and alcoholism. 

It is therefore clear that th' number of health complaints is 
influenced not only by the oresence of physical disease or conditions 
which may limit physical performance but also by emotional and mental 
health factors and situational problems as well. 

8) Medical histories 

Examination of medical problems by diagnosis during various periods 
of life has shown that a number of health problems occurring prior to 
school age in the total client population were either congenital in 
nature or were*assoc1ated with sore throats and lung infections. For 
the school-age period disease entities, such as strabismus (cross-eye) 
and asthma which had been reported for the preschool years, continued 
to appear. In addition, for the school-age period, medical problems 
which approximated the adult pattern began 'to be reported^ The re- 
porting of drug dependence, neuroses and symptoms referable to the 
nervous system in the school-age period may, we believe, have adverse 
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prognostic significance. Further medical/surgical neglect would account 
for the persistence of health problems from childhood, through adoles- 
cence to adult I1fe\ e,g,, strabismus, late effect of i,njury, drug 
dependence and neuroses. 

• 

For the period since the clients left school, the nine most, 
comnonly reported medical problems were neuroses, back problems 
(i/ertebrogenic pain syndrome), disorders of menstruation, obesity^, hyper- 
tension, symptoms referrable to the limbs and joints, alcohqlism, 
sleep disorders and Cholelithiasis (calculi in the gall bladder or in 
a bi,le duct). (Table 16), Since diagnoses as coded were based only 
on the reporting by clients, precise diagnostic categories must be 
examined cautiously, because they depend on client memory and reporting,. 
Data in the fo,llowing tables show that several different terms may 
have been used to report the same conditions ^ e,g* neuroses and nervous- 
ness and debi.lity, or headache and migraine, or bronchitis and broncho- 
pneumonia. (26) 

Table 16* Most frequently -reported medical problems, by period of life. 



Medical problgms 



ICDA Code 



# clients 



At bMrth 

Other congenital anomalies of limbs 

Other congenital anomalies of musculo- 
skeletal system 

Immaturity, unqualified 

in -defined and unknown causes of 
morbidity and mortality . , 

During preschool years 

Acute laryngitis and tracheitis 

Astnma 

Hypertrophy -of . tonsils and adenoids 
Bronchopneumonia, unspecified 
Streptococcal sore throat and sdarletf fever '034 
Strabismus 

Pneumonia, unspecified 
Appendicitis 
Inguinal hernia . 
During school years 
Appendicitis 
Anxiety depression 
Acute tonsillitis 

Hypertrophy of tonsils and adenoids 
Strabismus 
Pneumonia 

Disorders of menstruation 
Symptoms referrable to limbs and joints 
•Concussion 

Asthma ' ^ 

Drug dependence 



755 


.4 


756 


4 


111 


4 


796 


3 


-463 


9^ 


•493 


7 


500 


6 • 


485 


■5 


'034 


5 


373 


4 


486 


4 


541 


3 


550 


3 


541 


13 


300 


12 


463 


10 


500 


8 


373 


5 


486 


-4 


626 


4 


787 


4 


850 


4- 


493 


3 


304 


3 



Table continues on follovri^jig page. 
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Table 16. Most frequently reported medical problemsr^by period of life» 
continued. 



Medical problems 



ICOA Code 



# clients 



_ Since* leaving school 
, ^ Neuroses^, 

Vertebrogenic -pain syndrome 

Disorders of menstruation 

Obpsity . - \ 

Essential benign hypertension 

Symptoms referrable to limbs and joints 

Alcoholism 

Special symptoms N.E*C. (includes sleep 

disorders) . * 

Cholelithiasis 

Varicose veins of lower extremities 
Headache 

Hernia of abdominal cavity (excludes 
" inguinal) 

Symptoms referrable to respiratory system 

Nervousness and debility 

Drug dependence 

Diabetes mellitus 

Appendicitis 

Spontaneous abortion 

Menopausal symptoms 

Eczema and dermatiti^s, NOS 

Synovitis, bursitis, and tenosynovitis 

Symptoms referrable to genitourinary 

system 
Asthma 

Disturbances such as convulsions, spasm, 

dizziness, memory loss 
. Infections of kidney 

Displacement -of* intervertebral disc 
Other diseases of the eye 
* Hemmorhoids 

Hypertrophy of tonsils^ and adenoids 
Disorders of function of^tomach 
Calculus of kidney and urster 
Infective diseases of >iterus, vagina and 

vulva"* 

.Arthriti-s, unspecified 
Symptoms referrable to abdomen and lower 

gastrointestinal tract 
Injury, other and unspecified 
Myxedema 
Migraine 

111 defined heart disease 
Chronic bronchitis 



300 


62 


728 


43 


626 


35 


277 


28 


401- 


28 


787 


•24 


303 ' 


1*9 


oUo 


1 0 


574" 


16 


454 


15 




1 o 


551 


14 


783 


14 


790 


14 


304 


13 


250 


11 


541 


♦11 


643 


, 11 


Oc/ 


1 u 


692 


10 


731 


10 


786 


10 


493 


9 


780 


9 


590 


9 


725 


8 


378 




455 




500 




536 




592 




622 




715 




785 




996 




244 


6 


346 


6 


429 


e 


491 


6 



^Complete medical history tables appear in the Appendix. 
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9) Therapeutic' drug- usage 

In order to examine drug use and abuse<^with1n the sample popu- 
lation, classificartion^was by number of prescription drugs taken, 
dally or more frequently and number of over-the-'^ounter drugs taken 
daily or more frequently. Regular'intake of prescription drags was 
not excessive, with the mean number of prescription drugs taken daily 
or more frequently being 0.42, (minimum 0, maxlRUim 4)^ It was 
found that 72 percent*.^ the clients did not take prescription -dcugs 
on. a daily basis. Similarly, intake of over-the-counter drug's,' at 
least as reported, was not excessive with 85 percent of the clients 
reporting that' they took these drugs less than once a day (Table 17). 



Table' 17. Number of therapeutic drugs taken daily or more often, 
by type of drug. 

Number of • Type of Drug 



drugs taken daily ; Over-the-Counter Prescription 

• Pei^cent 

None 85 72 

One 13 18 

Two 2 7 

Three 0 3 

Four _0_ 0_ 

100% Tm 

N reporting 199 200 



10) Physical and psychological examinations 

a) Physical examination. The most common physical findings 
pertaining to present or past physical illness were,dental caries, 
musculoskeletal deformity and functional loss as well as other 
musculoskeletal problems, cutaneous lesions including a variety 
of dermatoses, periodontal disease, eye defects, adventitious lung 
sounds indicative of bronchitis or asthma, heart murmurs and/or 
enlargement of varicose veins. (Table 18). In addition to these 
physical findings, 23 percent of 250 clients for whom positive signs 
were obtained displayed peculiar behavior during the physical 
examination or during the time that the medical history was ob- 
tained. Such peculiar behavior included disor'Ors of affect, 
drunkenness and most commonly preoccupation with illness. Multiple 
abnormal physical findings were common. 



' 68 



-45- 



T^ble 18. Percent of cl ients 'Dresentina with most frequently 

occurring physical findings ^ at physical examination. 

* • % of cl-iehts 

Physical finding '■ (N = 250) 

Musculoskeletal deformities ■ 52 . 

Dental caries and periodontal disease 39 ^ » 

Dermatoses 36 

Abdominal scar 26 ^ 

Defects of the e/e 14 

Heart murmur and/or enlargement 13 
Adventitious lung sounds and otner 

lung problems • * 12 

Varicose veins • 10 
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•^Complete listing appears in the Appendix. 

* r 

b) Anthrai^metrv and physical performance tests. Routine anthro- 
pometric measurements confirmed a clinical impression of the prevalence^ 
of obesitv particularly in the flemale clients. The mean percent of 
average weight for sex, for height, for age was 120.58 percent (S.D. 
39. ff). Whereas there were 8 percent of clients who were more than one 
standard deviation below the mean, there were 14 percent who vyere more 
than one standard deviation above the nean (N = 254) (Table 19). 

Table 19. Anthropometry and measures of physical capacity, total sample 

Measurements 

Anthropometry 
Percent arm muscle circumference 
Weight (percent)-^ 
Triceps skinfold measurement (mm) 
Physical capacity 
Vital capacity (percent)-/ 
%Handgrip (dynamometer reading) 
Coarse motor ability 
(Seconds needed to put 
blocks in box) , ^ 

Fine motor ability 
(N dowel -cotter pin sets 
done in 2 min.) 

^Corrected for average values for age and sex and height. 
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Percent ± 1 S.D. 


N 


Mean 


S.D, 


Below 


Above, 


255 


102.1 


18,7 


16 


15 


254 


120.6 


39.5 


8 


14 


261 


•25.5 


13.8 




■ 7 


251 


89.3 


20.4 


14 


6 


260 


72.2 


24.8 


12 


17 


242 


64,9 


23.1 


7 


14 


259 


8.0 


1.7 


16 ' 


19 



• Obesity, as determined by" triceps skinfold thickness,. .was more 
common in feipales and w=is positively correlated with age, with the " 
number of chi.ld»*en, and with the age of the youngest child. Obesity 
(tricep skinfO'ld thickness) was also related to the client's statement 
th^t health restricted ai^ility to work, negatively to. the maximal 
"pay before coming into the project. Obesity was positively related to 
. the numbej" of current symptoms that_the client reported. Obesity was 
related th an -irtipairment in physical performance, as reflected by t^me, . 
of stoppinV-the step. test and performance with the handgrip dynamometer. 
Fatter people tended to be shorter (height vs. skinfold). 

The clients. in the Syracuse 'sample were more obese than those in 
the' Ithaca group^ .Obesity was negatively associated with education 
and with successful 'employment or training (Table 20); ' ■ 

Table 20. 'Significant correlations between triceps skinfold thickness 
-and other variables, total sample. • ' ' , 

Variable 



Sex 
Age 

Number of children 
Age of youngest child ^ , 

Client felt health restricts work - 
Maximal previous pay category 
Number of current health complaints 
Step test (lo score = fitness) 
Handgrip dynamometer 
Height 

Project location 

Client got job or training during CHRP 
Education 



•N 


r 


p. 


value 


264 • 


.30 


< 


.001 


259 


.34 


< 


.001 


247 


.32 


< 


.001 


202 


.30 


^ < 


.001 


260 


.14 


< 


.001 


260 


.-.20 


< 


.001 


240 


.19 


< 


.01 


235 . 


r.23 


< 


.001 


260 


-.-27 


< 


.001 


'260 


-.15 




.05 


1260 
■^60 


.42 


< 


.001 


- -.13. 


< 


.05 


224 




< 


.05 



Arm muscle c-trcumference, a measure of lean body mass and muscle 
development, showed a mean in the normal range when corrected for age 
and sex, but there were 36 clients with percent arm muscle circumference 
greater than one standard deviation below the mean and 38 clientl with 
percent arm muscle circum<'crence greater than one standard deviation 
above the' mean (N = 255). 

Both men and women showed lack of physical fitness. A meaffvital 
capacity for the total sample corrected for sex, height a^ age was 
only 89 percent of the normal value. There were 35 clients who had a 
vital capacitv more than one standard deviation below the mean and 
only^lS clients with a vital capacity greater than one stan'dard 
deviation above the mean. While vital capacity, as expected, was 
greater in males than females, it was also greater in the Ithaca 
than in the Syracuse clients, when males and females were compared. 
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As might be expected, the handgrip dynamometer test was markedly 
influenced by sex with females doing less well than males as well as 
being positively related to height. Handgrip performance was negatively 
related to skinfold thickness, age, number of children, and age of 
youngest child. Certain employment variables were related, to handgrip 
dlynamometer performance. For example, handgrip was positively related 
to previous maximal pay. However, initial handgrip dynamometer 
performance was "not found to be a predictor of success with respect to 
employment. There was, however, a significant difference with resj)ect 
to project location, with the Syracuse sample performing less well than 
the J^haca sample (Table 21). 

Table 21. Significartt corral ations.,^bel^ measures of physical 
fitness and other variables, total sample. 



Variable 



Handgrip dynamometer ' ' 

Sex 

Height 
Age 

Number of children 
Age of youngest child 
Maximal previous pay category 
Project location 
Coarse motor ability 
Number of children ' 
Age of youngest child 
Maximal previous pay category 
Project loc;^'tjon 

Client felt health restricts work 
Tricieps skinfold thickness 
Fine Tnotor ability 
Fine motor ability ' 
Sex . 

Number of physical diagnoses 
Number of extrinsic handicaps 
Project location 
Step test 
Percent arm musrle circumference 
Sex V 
Age 

Number of children 

Number of current health complaints 

With success 



N 






va-lue^ 


264 


.74 


< 


.001 


£64 


.61 


< 


oOOl 


259 


-.26 


< * 


.001 


247 


-.16 . 


< 


.05 


202 


-.21 


< 


.01 


• 260 ' 


;46 


< 


.001 


202 


-.21 


< 


.01 


247 


.16' 


< 


.05 


202 


.23 


< 


• 01 


260 


-.23 


< 


.001 


264 


,19 


< 


.01 




.18 


< 


.01 


260 


.19 


< 


.01 


260 


-.24 


< 


.001 


264 


.16 


< 


.05 


264. 


-.19 


< 


.01 


260 


• -.24 ^ 


< 


.001 


264 


,32 


< 


.001 


221 


-.24 


< 


.001 


22T 


-.16 


< 


.01 


221 


-.14 


< 


.05 


221 


-,34 


< 


.001 


221 


-.27 


< 


.001 


221 


-.19 


< 


.01 



.. Although coarse motor ability, as measured by the number of seconds 
it took clients to put a fixed number of blocks in a box did not show 
significant relationship to the sex of the client, it was related to 
number of children and age of youngest child. There was a negative 
association with the clieat's statement that health restricted capacity 
for work. Staled more clearly, this means that chose who stated that 
their health restricted work took longer 'to put the blocks into the 



box (motor ability vs. job restriction). It was also related, nega- 
tively, to maximal previous pay category. Similarly, clients who were 
fatter,' as measured by skinfold thickness, took longer to put the 
blocks in the box. Poor performarxe with respect to caarse motor 
ability was also associated with low performance in fine mdtoi^ ability 
as measured by the number of dowel and cotter pin assemblies which 
were put together in' a fixed time (2 minutes). The correlation between 
coarse motor ability and fine motor ability was negative which actually 
indicates that poor performance in the 'coarse motor ability test was 
associated with poor 'performance in the fine motor ability test b§cause 
coarse motor ability was lower if a longer time was taken to put blocks 
in a box and fine motor ability was measured by the more cotter pin 
assemblies that were put together. Fine moto^ ability was significantly 
related to sex of respondent with women performing better than men. It 
was negatively related to the numbBr of physical diagnoses on the 
health evaluation and to the number of extrinsic handicaps. Both 
coarse motor ability and fine motor ability were related to project- 
Jpcation with clients i_n/Ithaca performing better on both tests than 
those in Syracuse. 

Performance on the step test was related to percent arm muscle 
circumference suggesting, that both are markedly influenced by physical 
fitness. There were also significant relationships between performance 
on the step test and a^ge, sex and number of children. Performance 
on the step test was also related to success in placement. The reason 
that relationships between step test and positive outcome carry a 
negative sign pertains to the computation of the step test performance. 
In fact, those who performed well in the step test were more likely 
to be placed.* 

c) Psychological evaluation. 

j) Appraisal of social and mental health problems. At the 
initial interview for psychological evaluation common social and mental 
health problems which wera-ellicited included anxiety and fears (83%), 
depressed mOod (63%), inappropriate appearance and/or behavior (45%), 
hypochondriasis (37%), social withdrawal i32%) and agitation (29%). 
In addition, family problems were frequently described including 
problems ,^ith children (36%), problems with the spouse (39%), problems 
with family members (26%), anrf problems with other people (34%). It 
is also of note that performance on the job was a.problan for 30 • 
percent and performance with housework was 27 percent of clients (Table U) 



*STEPTEST is the duration of the step test, exercise in seconds, divided 
by the difference between the pulse rate /t' rest and the highest pulse 
rate reached in the step test, the result then multiplied by 50. A 
h.igh score represents less physical fitness. 



Table 22 . Appraisal of social and mental health problems, total sample 



Percent of clients 

Category . who had P^^^j^"^ 

Social probleiTis 

Problem with spouse 39 

Problem »with children 36 

Problem with other people 34 

Performance problem on job ^ 30 

Housework performance problem 27 

Problem with family members 26 

Performance problem at school 5 

* 

Mentat health problems 

Anxiety and fears 83 

.Depressed mood ' \ 

Inappropriate appearance, behavior 46 

Hypochondriasis 37 

Social withdrawal 32 

Leisure, daily routine 31 

Agitation < 29 

Selligerance 28 

Persecution or suspicion - 25 

Obsessions or compulsions 24 

Disorientation, impaired memory 23 

Sexual problems ]^ 

Lack of emotion ]^ 

Alcohol abuse ' 1^ 

Suicidal thoughts l*- 

Delusions • ^ 

Antisocial ^\ 

•'Dependency ^ 

Suicidal gestures, -^acts 8 

Assaultive acts ^ ^ 

Narcotic and other drug abuse J* 

• Hallucinations , ' % 

Grandiosity * . ^ 
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The psychiatric social worker evaluated psychological problems 
among the clients and considered that of those clients that she 
examined 10 percent had no problem, 37^percent had a mild-problem, 
49 percent had a moderate problem and 4 percent, had a severe problem. 
As a group, the Syracuse clients exhibited greater overall severity 
of psychological problems than did the Ithaca group (r = .24, p <.oai, 
N = 171). 
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Responding to the question whether they had a sleep problem, 12 
P/^rcent of those who answered indicated that.they slept too much and 
42 percent that they had too little sleep.- We interpret these perceived 
aberrations of sleep pattern to reflect either intake of sedatives or 
boredom (too much sleep) or depression, excess coffee drinking, 
alcoholism or disorganized life style (too little sleep). 

Responding to the question whether they had an eating problem, 
36 percent of those who answered indicated that they ate* too much, 
18 percent that they -ate too little and, only 1 percent *that they 
ate irregularly. These answers could be influenced by obesity (ate 
too: much), by anorexia due to alcohol abuse, by anorexia nervosa 
(weight phobia), on monetary constraints and poor- budgeting, or by 
lack of home-cooked meals (eats irregularly) or by depression (eats 
too little). 

A factor analytic approach was made to define particular groups 
within the sample who shared personality, mental and situational 
characteristics. Included in the factor analysis were evaluations 
by the psychiatric social worker pertaining to speech,' mood, affective 
states, thought processes, disorders of perception, tntellectual func- 
tioning, orientation, memory, judgment, insight, disorders of physical 
function, disturbances in social relationships and related signs and 
symptoms, (See Table 22 for a listing of social and mental health 
problems.) Coefficients of correlations calculated between each item 
contained in the evaluation and every other item were examined to 
determine which items were substantially correlated* ^ Tfie objective 
was to find sub-groups within the sample, isolated by "factor analysis, 
who were more or less likely to be successful in emtrloyment and/or in 
job training. 

The final factor analysis after rotation with Kaiser normalization 
revealed 11 factors which explained the intercorrelational structure 
among the responses « Based on correlations of the factors with other 
important variables, 4 factors were later deleted. The names given 
to the remaining 7 factors and hence to the personality-mental-situational 
grouprings were: / 1) social withdrawal, 2) sick role behavior, 3) adverse 
sftuational response, 4) antisocial behavior, 5) drug or alcohol depen- 
dent, 6) problem child, and 7) depressive state (profound or psychotic 
depression). (Table 23). 

There were two factors which had prognostic significance with 
respect to employment or job training (variable defined as success). 
The " adverse situational response" factor which contained the variables 
disturbance with mate or spouse, depressed mood, easily upset, 
inferiority, absence of grandiosity, and aosence of antisocial behavior 
was correlated with intervention' (r = .20) and .ppjjtiy.ely_with._successful 
placement (success r = .17) as well as positively to the level of 
'subsequent employment (r = .18). It is of interest that this factor 
was characteristic of female clients (r ^ .24)o We are of the opinion 
tfiat when situational probleifts were responsible for emotional dis- 
turbances, there was a greater probability for rehabilitation 
through counseling. The factor entitled "depressed state", which 
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Table 23* Factors derived from factor analysis of psychological 
evaluation. 

Factor 

Factor . Loading 

1 Social withdrawal 

I • Disturbance with family members o25 

Disturbance in relation to other people .65 

Anxieties, fears, phobias ,25 
Depressed mood,, inferiority . .37 

Social w1t,hdrawal, isolation ,64 

Suspicion, persecution .50 

Z. ' Sick role behavior 

Disturbance In relation with child .53 

Performance disturbance at housekeeping .62 

Somatic concerns, hypochondriasis . .37 

Inappropriate affect, appearance, behavior .22 

Difficulty in daily "routine, leisure time .57 

3 Adverse situational response 

Disturbance with mate," spouse .39 

Depressed mood, inferiority .38 

No grandiosity .30 

No antisocial attitudes . .33 

4 Antisocial behavior 

_ Disturbance with fami 1 y .24 

^~ " . Disturbance with mate, spouse .25 

. . ' Anger, belligerance .62 

Assaultive acts .60 

Antisocial attitudes, acts .58 

Sexual problems ^ . . ^24 

5 Drug and alcohol dependent 

Alcohol abuse . ^59 

Narcotics,* other drugs .43 

Antisocial attitudes, impaired memory .28 

6 Problem child 

iJTfriculties with performance in school .51 

Difficuities with performance in job •46 

7 Depressive state 

Sleeping problems .47 

Eating problems * ^51* 

Depressed mood. Inferiority .33 

Somatic concerns, hypochondriasis ,46 

Inappropriate affect, appearance, behavior .21 

^ 2 



contained the variables sleeping problems, eating problems, 
depressed mood, somatic concerns, hypochondriasis, and inappro- 
priate affect, appearance or behavior was correlated 



ERLC 



75 



:j^positiyely with age (r - .38), fatness (skinfold thickness) (r = .26), 
number of children (r = .29), and with the severity of psychological 
symptoms (r = ^51) as well as to the statement of the client's belief , 
that:health restricted employment (r - .31). It was also correlated 
iwith..,the„number of coded diagnoses (r - .22). This factor was 
negatively correlated with employment after entry into the project 
V - --l?). This factor was also correlated with (16 PF) personality 
factors of being inhibited (PFH r ^ -.17) and lack of motivation 
(PFF r ^ -.20). .We interpret these findings to mean that chronic , 
and psychotic depression associated with sick role behavior and 
leading to severe work disability is less amenable to health inter- 
vention. Probably clients with these characteristics are not^ appro- 
priate to job placement. 

ii) MMPI Hypochondriasis scale. The hypochondriasis score, 
jindicated the degree of sick role behavior. Mean score was initially 
above the average standard and 35 percent of clients had scores that 
were either in the high range {26%) or above that range (9X); both 
being indicative of severe hypochondriasis (Table 24). 

' Table 24. MMPI Hypochondriasis score at initial evaluation. 



total sample. 




Score 


Percent 


Low (0-4) 


15 . 


Below average (5-8) 


18 


Average (9-11) 


15 


Above average (12-15) \ 


17 


High (16-22) 


26 


Above "High" (23-30) 


9 


N reporting \ 


100% 


263 


Mean 


= 12.5 


S. D. 


? 7.1 



The hypochondriasis score was significantly^ related to age such 
that the older the client was, the greater the degree and incidence 
of hypochondriasis. Hypochondriasis scores were significantly higher 
in the Syracuse sample* These scores were not, however, sex related. 
An interesting relationship was found between the level of hypochon- 
driasis score and education in that those with the lower levels of 
education showed more hypochondriasis indicating that this was a coping 
behavior in such educationally limited persons. 

As anticipated, hypochondriasis score was significantly related 
to the presence of neurosis and to alcohol abuse. Hypochondriasis 
was also related to obesity (triceps skinfold thickness). It was 
related to the number of physical findings as well as to specific 
complaints of headache, insomnia, nervousness and excessive tiredness. 
Lack of talerance of the step test was exhibited by clients showing 
hypochondriasis. 
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It was also related significantly to the number of months that a 
client had been on public assistance though not to the number of months 
that a client had been on Home Relief. This may indicate a sick role 
behavior is used more as a mechanism for coping with problem situations 
in a family household than in other situations or possibly„the 
difference between the relationships of hypochondriasis with AFDC, 
public assistance rather than with Home Relief may pertain to the 
overall duration on welfare. Hypochondriases was also a coping 
mechanism used by clients exhibiting personality characteristics 
Cl6 PF factors) indicative of moralistic attitudes (PPG) or being 
troubled (PFO) and overwrought (PFQ4) (Table -25). 



Table 25. Significant correlations between hypochondriasis score 

and other variables, total sample. 

Vari able N . r p value 

Age 248 .31 < .001 

Project 248 .30 < .001 

Education 211 -,18 < .01 

Neurosis - D, 248 .35 < .001 

Alcohol - 248 .20 < .001 

Triceps skinfold thickness 244 .21 < .001 

Number of physical diagnoses 2,48 .17 < .01 
Current complaint: 

Headaches 246 .40 < .001 

Insomnia 246 .4] < .001 

Nervousness 246 .40 < .001 

Tiredness 246 .52 < .001 
16 PF factors 

G (hi score = moralistic) 238 .20 < .001 

0 (hi score = troubled) v 238 .20 < .001 

Q4(hi score = overwrought) 238 .19 < .01 



iii) Rotter I-E scale. The Rotter internal -external score indicated 
the extent to which persons believe that they can Influence their own 
lives or the lives of those around them. Mean initial score was within 
the average standard value but 33 percent of clients had above average 
or high scores on this test showing that they believed they were unable 
to influence their own destinies. Women were less likely than men to 
believe that they could influence their lives or other people than did 
men or conversely they believed that they were influenced by external 
factors (r « .13, p<.05, N = 240). Those with less education were 
most likely to believe that e)^ternal factors governed their lives and 
that they could not change the- course of events (r = -.14, p <.05, 
H = 205) (Table 26),' 
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Table 26. Rotter I-E score at i^ii^Ciat-evaluation, 
total sample. 



Score , Percent 



Low (0--4) 12 

Below average (5-8) 25 

Average (9-11) 30 

Above average (12-15) 24 

- High'(16+) ^ 9 

\ Tom 

N reporting \ 241 

Mean = 9.8 



S. D. = 4.1 



iv) Sixteen Personality Factors (16 PF) \questionnaire. The 16 PF 
is designed to measure normal dimensions of p6(;*sonality. Form E of the 
test was chosen because it is designed for persons with reading ability 
below the sixth-grade level or as Karson and O'D^ll (27) state, "it is 
particularly useful with people who have not had the usual educational 
advantages of our society". \ . 

In our study raw scores rather than standardi2ed\cores were 
used because there were no comparable populations on which standardized 
score s were available and according to Cattell (28) "...iTi much basic 
research, especially when experimental and control groups 2^e to be 
compared, one generally does best to avoid norms and simply keep to 
raw scores." ^ \ 

\, 

-Definitions of terms for high and low scores for each factor were 
developed for our study population. These are given in Table 27 along 
with the mean and standard deviation for each factor for our sample 
(range = 0-8). 

Correlations between a number of 16 PF factors and the I-E scale 
were found to be significant. In addition, multiple health ccwnplaints 
were stated by clients who were less emotionally stable (PFC, r » -.20, 
p < .01, N » 192), unmotivated (PFF, r « -J3, p < .05), and troubled 
(PFO, r ^ .16^ p < .05). Further discussion of the value of 16 PF 
factors in predicting success (whether client got Job or training 
during CHRP) is presented in Section E. 
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Table 27. 16 PF, definitions of low and high scores, means, and S.D. 
for CHRP study population. 



Definitions 



Factor 


Lew score 




- 

A 


— 

Withdrawn 


vs. 


B 


Less intelligent 


vs. 


C 


Emotionally less 


vs. 




stable ; , 




E 


Passive 


vs . 


F 


Unmotivated 


vs. 


G 


Expedient 


vs. 


H 


Inhibited 


vs. 


I 


Self-reliant 


vs« 


L 


Trusting 


vs. 


N 


Practical 


VSe 


N 


Naive 


vs. 


0 


Complacent 


vs. 


Si 


Respects rules 


vs. 


Q2 


Group- dependent 


vs. 




Openminded 


vs. 


Q4 


Determined 


vs. 



High score 



htean 
(N«!g6) 
4.9 
5.9 

3.4 
2.7 
3.7 
5.4 
2.7 
5.3 
3.5 
3.8 
4,3 
4.9 
4.4 
4.8 

4.5 i 
4.5 ; 



S. /D 

1.6 

1,8 

lis 

;lf.8 

1.8 

Lo 

/1. 8 
1.5 
/l.2 
(1.9 
1.8 
2.0 
1.7 
2.2 



Outgoing 
More intelligent 
Emotionally 
stable 
Assertive 
Enthusiastic 
Moralistic 
Venturesome 
Seeking, help 
suspicious 
Unrealistic 
Socially aware 
Troubl ed 
Rebellious 
Resourceful 
Prejudiced 
Overwrought 



v) IQ tests'. IQ tests were performed in all on 221 cliehts and 
for these, the median score was 96 percent of the normal with a range 
of 53 to 132. Among the clients who had tests of their intelligence, 
211 completed the modified Beta test and of these, the mean score was 
96.6. Another 12 clients completed the WecTisler IQ test. Of these 
the mean score was 95.9 (Table 28). / 

Table 28. Measures of intelligence, total sample , 



Statistic 


Modified Beta 


Wechsler IQ 


N. cases 


211 


• 12 


Mean 


96.6 


95.9 


Median 


98.6 


96.5 


Mode 


106 




S.D. 


15.2 


17.3 I 


Range 


53 - 131 


70 - 132' 
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d) Laboratory 'procedures > Examination of laboratory test 
values reveals that in general our study population showed little 
hematological or biochemical evidence of gross organ dysfunction* 
There was (a low frequency of anemia as evidenced by hemoglobip, 
hematocrit red blood, cell values and red cell i'ndices* Abnormal renal 
function was rare^ as evidenced by serum creatinine and blood urea 
nitrogen values* Diabetes was rare as shown by blood glucose values* 

Abnormal liver function was present, as shown by elevated transr 
aminase values, (SGOT and SGPT) in relation to level of drinking** 
Alcohol abuse was associated with elevation of .the mean corpuscular volume 
(M C V)> 93 cu>i which supports a commonly observed association between . 
high alcohol intake and macrocytosis (red blood cells larger than 
normal). n * < 

We conclude that routine health screening of clients for WIN 
or other manpower programs does not require extensive laboratory 
tests and that such procedures should be carried out only if so 
indicated by the medical history or physical examination. 

In the event that a client is suspected of alcohol abuse or 
the symptoms point to this diagnosis, in spite of a negative 
history, the diagnoses would be supported by biochemical tests showing 
liver dysfunction and hematological examinations showing elevation 
of mean corpuscular volume (Table 29). 

e) ICDA coded composite d1agnosesj E26)ThQ most common coded com- 
posite diagnoses (ICDA Codes) from the health evaluation which inter- 
fered with employability were: neuroses, obesity, dental problems, 
'back problems and alcohol ismo Other diagnoses coded from the 
physical examination are shown in Table 30* 

The number ol' ICDA coded composite diagnoses ware significantly 
correlated with number of health complaints, extrinsic handicaps, 
obesity, alcoholism and poor physical-fitness as well as v/ith hypo- 
chondriasis (overlay of sick role behavior). 

The coded diagnosis of obesity was influenced by sex with more 
females found to be obese. The coded diagnosis of neuroses showed a 
relationship to sex with more females having neuroses, and relationship 
tq hypochondriasis, depression and being overwrought* 

The coded diagnosis of alcoholism was^ related to sex w^*:h more males 
being alcoholic* Alcoholics were more likely to have earneu more in 
previous jobs, to have held these jobs longer. They were less likely 
to be obese and they reported more current complaints (Table 31). 



For SGOT, Pearson r = .30, p < .001, N = 110; 
for SGPT, Pearson r = *18, p < .034, N = 102. 



so 
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Table 29 . Number and percent of clients whose laboratory findings 
were below or above the normal range for specific tests 



Below 



Above Total N 



Laboratory Test 



nonna 1 va 1 ueb 


N H 

n A> 


N 


% 




9-35 units 


0 - 


/■ 

39 (28)' 


134 


0-1 .5 mg 


0 - . 


4 (2) 


132 


8*7-1Qi7 mg 


4 [o) 


, 2 (2) 


\ cD 


150-250 njg. 


10 .(8) 


•18 (14) 


120. 


0-52 ; • . 


.'•0 - ' 


. 0. 




97 




12 (7^ 


' 13 ( 


7). 


175 


56-150 I,U? 


0 - 


•• 27 ( 


[20) 


128 


2.5-4.5 • 




3- ( 




' 12^' 


3.5-5.0 'mEq/L 




.10 




• 115 


5.5-8.0 gm 


• 2.(2r 


. 10 


:«) 


121' 


135-148 -mEq/L 


IT,-' 


. 1 ( 


:u 


. T.14 


11-38 U/ml - * 


• 7 (5) 


14 (9) 


. 133 . 


13-41 U/ml 


15 Xny 


■ 19-(]5) 


• 118 


5-22 mg 


. -2 (1) . 


■'l 


[V) ■ 


182 


2-7 mg 


1 (1) 


3 (2) 


124' 



, Blood Chemistry 

Alkalljie phjsphatase 
Bilirubin 
Calcium 
Cholesterol 

Creatinine phosphokinase 

(CPK) 
Glucose 

Lactic dehydrogenase(LDH) 
Phosphorus 
, Potassium 
Total proteins 
Sodium 

Tralisaminases 
Serum glutamic oxalic 
transaminase (SGOT) 
Serum glutamic pyruvic 
transaminase (S6PT) 
Urea nitrogen (BUN) 
Uric acid 

Hematology 

Cell counts 
RBCs 
Mai es- 
Females • 
WBCs 
Hematocrit 
Males 
Females 
Hemoglobin 
Males 
Females • 
Mean corpuscular volume 
(MCV) 

Mean corpuscular heme- . 
^ globin^CMCH) 
Mean corpuscular hemo- 

qlobin concentration 

(MCHC) 



i 

4*2-5.4 m/cu mm ' . 
3.6-5.0 m/cu irtn 
5,000-10,000 cu mm 


Jg (11) 


13 (23) 
15 12) 
15 (7) 


56 
122 
193 


42-52 ml /1 00 ml ' 
36-46 ml/lOp ml* • 


7.-(i2) • 

9- (/) 


1 (20 
9 (7) 


. 59 
134 


14-17 gm/l 00 niT 
12-15 gni/100 nil 


■ 4 (7) 
■10 (7) 


8 (14) 
21 (16) 


59 
134 


80-93 cu micro'n 


- '5'(3)< 


32 (is) 


178» 


27^31 ppq 

' • • • 


' 7 (4j 


64 (36) 


179 


32-36 percent 


5 (3) 


■ 7 (4) 


179 
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Table 30. ICDA coded composite diagnoses made at physical examination^, 
total sample. 

Diagnoses "^DA Code % of clients ' 



(N = 234) 


Neuroses 


300, 


790 




. 57 


Obesity 


277 






33 


Dental problems 


521, 


522, 


525 


24 


Back problems 


305, 


306. 


728, 






787 






19 


Alcoholism 


303 






13^ 


Hypertension 


401 






10 


Scars, skin problems 


216, 


692, 


702, 






706, 


709 




10 


Poor hygiene 








9 


Bronchitis 


466, 


491 




8 


Mild and borderline retardation 


310, 


311 




7 


Heart disease 


427, 


429 




7 


Arthritis 


713, 


729 




6 


Varicose veins 


454 






6 


Defects, diseases of the eye 


370, 


377, 


378, 






. 380 






6 


Nutritional deficiencies 


269 o 






3 



-'Diagnoses with ICDA codes, for each such sample group appear in the 
Appendix. 

Table 31. Significant correlations between number of ICDA coded 
.composite diagnoses and other variables, total sample. 



Variable. 


• N 


r 


p value 


Number of ICDA coded composite diagnoses 










Number of current health complaints 


242 


.33^ 


< 


.001 


Number of extrinsic handicaps 


264 


.22 


< 


.001 


.Neurosis - 


264 


.14 


< 


.05 


Obesity - Dx 


264 


..38 


< 


.001 ' 


Alcoholism - 


264 


.26 . 


< 


.001 


Step test 


239 


-.29 


< 


.001 


MMPI hypochondri-asis score 


248 


.17 


< 


.01 


Diagnosis of obesity 










Sex ^? ■ 


264 


.19 


< 


.01 


Diagnosis of neurosis 










sex 


264 


.22 


< 


.001 


HMPI hypocHlpndri^sis score 
vPFO "(depresseci) 


248 


.35 


< 


.001 


253 


.23 


< 


.001 


PFQ4( overwrought) 


253 


.29 


< 


.001 


Diagnosis of alcoholism 










Sex 


264 


-.l'9 


< 


.01 


Maximal previous pay category 


.264 


.15 


< 


,05 


Mean tenure 


264 


.14 . 


< 


.05 . 


Triceps skinfold thickness 


260 


-.14 




,05 


Number of current symptoms (complaints) 


■242 


,.i8 


< 


.01 
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f) H findicapsy Agerholm, 1975 defines an intrinsic handicap as 
"a disadvantage arising from the individual's own characteristics froi;: 
which he cannot be separated*^ (19) According to this classification 
there are nine key handicap categories as follows: 1) locomotor, 
2) visual, 3) communication, 4) visceral, 5) ^intellectual, 6) emotional,'^ 
7) invisible, 8) aversive,' and 9) senescence.** The Agerholm classifi- 
cation with the handiQ.ap components in various categories appears, in « 
Reference 19^ With respect .to our use of this system,, category'9 was 
not used because of the age range of the population. Aversive handicaps 
include obesity^ haS 'hygiene, decaying teeth, self-induced skin lesions 
that were. visible and readily apparent congenital malformations. 

' Fdr the total fclient sample, the mqst common handicaps were the 
emotional t30%)', aversive (24%) and locomotor (21%)* Within the group 
having emotional hanflicapa^ most had neuroses and 'in the aversive y 
handicap group most were obese and/or had evidenc^xOf b^d hygiene. 
Locomotor handicaps included back problems. Onjy 13 percent of the- . 
total sample had no intrinsic handicaps and many had more than one ^ 
intrinsic handicap. The mean number of intrinsic handicaps per client 
was 2.2 for the total sample (Table 32). 

Table 32, Number of intrinsic handicaps, total sample. 

Number of intrinsic handicaps Pe rcent 

None ' 13 

1 21 

2 . 29 

3 16 - 

4 14 

5 - 4 , — ■ > 

6 t 3 



N reporting 250 
Mean = 2.2 
S. Do = lo5 



100%' 



For both men and women, the number of handicaps Increased with 
increasing age. The one broad handicap category which was the best 
predictor of failure to be successful in job training or, employment 
was the communication handicap. category which includes a,hy handicap 
in hearing, speech, reading and/or writing (r = -.13, p < .05, 
N = 205). It is also significantly related to duration /of time on 
public assistance (r - ol5, p = < .05, N « 191). 

Conmon extrinsic handicaps included family problem's (37%), lack 
of education and job skills (35%), housing and transportation diffi- 
culties (22%) and problems relative to persons outside the family 
(21%), Clients in many instances had mrre than one extrinsic handicap. 



ERIC 
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From examination of data on clients with, various types of .intrinsic 
handicaps, it was shown that according to the nature of the intrinsic 
handicap, so the association with extrinsic handicaps varied. For 
example, for those clients who had locomotor handicaps, 63 percent had 
family problems, 57 percent' had inadequate education or job skills, 
18 percent had problems with housing or transportatiort and 25 percent 
had handicaps in relating to others. On the other hand; for clients 
with communicatiotv handicaps, 27 percent had family problems,. 91 percent 
had educational problems, 27 percent had problems with housing and 
transportation and 36 percent had prolyl ems in relating to others. For 
those with intel/1;ectual handicaps, 57/percent had family problems, 
93. percent had educational problems, /50 percent had problems in housing 
and transportation and 43 percent had handicaps in relating to others. 
For those with emotional problems, 65 percent had family problems, 59 
percent had problems with education., 38 percent had problems witli 
housing and transportation and 45 percent had problems'in relating to . 
others. For those with aversive handicaps, many of whom were grossly 
obese, 61 percent had family problems, 53 percent had educational 
handicaps, 40 percent had problems in housing and transportation and 
43 perc nt had problems in relating to others. 

When extrinsic handicaps v/ere examined in'relation to their . 
incidence in clients with neuroses*- obesity, and alcoholism, again 
marked variation in the predominant extrinsic handicap is seen ' 
particularly in comparing the ^neurotic group with the alcoholic 
group (Table 33). 

Table 33. Relationship, between extrinsic handicaps and. dl'iacnoses 
of neurosis, obesity, ailcohol, among thqse with one or 



Extrinsic handicap 



Family problems 
\ Lack of education or job skills 
^. Housing/transportation difficulties 
Problems in relationship with 
persons outsid§ family 

H reporting 



. 

physical, diagnosis 


Alcohol 


Neurosis 


• Obos-lty 


6b 


Percent 




• 57 


65 


52 


61 


45 


30 


33 


45 - 


32 


30 


65 


80 


54 . 


20 



>4 

in examining the distribution of client handicaps in working 
versus non-working clients (clients employed as of March, 1978),. it 
can.be seen that 31 percent of those with family problems were working, 
26 percent of those with educational handicaps, 3^ percent of those 
with problems in housing or transportation and 23 percent of those who 
had problems with others. Further, in reviewing the additional incidence 
of "specific intrinsic handicaps in these who became employed versus those 
who remain unemployed. It can be seen that 23 percent of those who became 
emp/oyed had locomotor handicaps, 20 percent had visual handicaps, 8 , 



/ 
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percent had conmunication handicaps and 22 percent had visceral handi- 
caps — that is handicaps pertainihg to the heart, lungs or abdominal 
organs, 6 percent .had intellectual handicaps, 28 percent had emotional 
handicaps, 11 percent had so-called invisible handicaps indicating 
seizures, blackouts, of recurrent headaches and 26 percent had aversive 
handicaps meaning thatlthey had an unattractive appearance. A, better 
understanding of the influence of handicaps on working can be gauged 
from the knowledge tha^ many clients had more than one handicap. So, 
for example, 4^ percent of clients with emotional handicaps also Had 
locomotor handicaps, '57 percent of this*group had visual handicaps, 
68 percent had correnuni cation handicaps, 68 percent had visceral handi- 
caps and 71 percent had intellectual handicaps. 



E. Outcome 



1 ) Determination of simple groups . 

Following the health evaluation (iphysical and psychological), case 
conferences were held to determine disposition of clients. Clients found 
to have remediable health problems were jandotnly assigned to intervention 
and nonintervention (control) groups. In addition, some'clients were 
excluded from either of the above groups for several reasons.^ The distri- 
bution of clients in each of these groups by sex and oroject are shown in 
Table 34 . ' ' 



Table 34 



Classification of clients following initial health evaluation, 
by sex and project site (percent). 



ITHACA 



Client 

Classi Mcation, f^lale Female Total 

Intervention 

Control 

Rejected: 
no problems 

Rejected: Non- 
remediable 

Client refused 
•CHRP 

CHRP rejected 
client 

N reporting 



SYRACUSE 



TOTAL 



Male FemaVe Total i Hale Female Total 




85 



a) Exclusion groups . The exclusion category henceforth designated as 
"nonremedi abl e" consi sted of 17 persons with chronic and disabling diseases. 
In all of these cases antecedent illness had either produced chronic organ 
daipp.ge with disability or chronic psychoses v/ere present. Further^ U is 
important to note that these persons had multiple health problems c atribut- 
ing to their work disability. Findings in the fiealth evaluation of these' 
persons are sumjnarized b§.low. 

Female, age 35, organic brain damage, hypertension, mental retardation 

Male, age 24, schizophrenia, undernutrition . . 

Male, age 56, di'abetes mellitus, diabetic retinopathy, chronic alcoholism, 

Dupuytren's contracture 
Male, age 24, antisocial behavior., late effects of head injury 
Female, age 37, delusional psychosis (schizophrenia) . 
Female, age 50, obesity, umbilical hernia, varicose veins, dermatitis, edema 
Female, age 50, pcranoid ^schizophrenia, deafness 

Female, age 47, arthritis o^ .pine, lumbar scoliosis, polycythemia, dyspnea 
'Female, age 33, hypbchondria. anxiety neurosis, cLdsity, epigastric 
hernia 

Male, age 28, confusional psychosis, poor hygiene, dental caries, partially 
edentulous 

Female, age 31, severe bilateral visual handicap, vertebroigenic pain syn- 
drome, obesity 

Female, age 46, rheumatoid arthritis, cystocele, urinary incontinence, 

obesity with antecedent of congestive hsart failure 
Female, age 40, urinary incontinence, angina 

Male, age 33, Kyphoscoliosis, obesity, emphysema, periodontal disease/ 
dental carles 

FejHule^ age 41, mental retardation, visual handicap, yertebrogenic pain 

syndrome, hypertension,' obesity 
Male, age 40, late effects of pulmonary tuberculosis, hypertensive heart 

disease, pelvic tumor, vertebrogenic pain syndrome,' anxiety-depression, 

hydronephrosis, obesity^ 
Male, 33, radi9uTopathy (requiring neurt>v jgical workup) 
Male, age 40, seizure disorder, chronic carditis, dental caries 

Complete documentation together with significant antecedent events pertinent 
to their recent medical problems appears in the Appendix. 

Cl.ients were rejected by CHRP ^ho already had adequate medical care or 
were moving out of the a^ea. 01 ii ..s who refused participation in the CHRP 
project did so after or in the middle of health evaluation. In certain of 
the cases, where clients rejected the program, there was a misunderstanding 
on the part of the^client that CHRP was a health agency which would give 
them documentation of health problems which would make them ineligible for 
work. Clients with "no health problems" were those who had no health dis- 
orders which would interfere with employment. 
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b) Intervention and control groups. In data analysis, comparison 
was made of the demographic and health- related characteristic of the 
active nealth intervention and the controrgroups in order to deter- 
mine .if there were any significant differences between the two groups. 
Demographic characteristics including age, sex distribution, number of 
children, 'and education were similar, as the total duration of 
past employment. Self-perceived health related job restrictions, 
hypochondriasis score, IQ score, and the number of current symptoms 
per olient showed no significant group differences. The distribution 
of physical diagnoses were also similar. Tha incidence of neuroses, 
obesity and alcoholism, as well as a^l intrinsic handicaps, other 
than emotional handicaps, was similar in the two groups. Emotional 
handicaps were more frequently recorded in clients of the intervention 
group. 

2) Predictors of success. ^ 

Successful outcome (dependent variable) was defined as entry into 
employment and/or job training while the client was in the CHRP program. 
Evidence of differences in success for the Ithaca and Syracuse clients 
is presented- in Figure 2. For the Ithaca sample 65 percent of the 
intervention group and 41 percent of the control group were successful, 
compared with 25 and 22 percent of Syracuse intervention and control 
groups, respectively. 

Predictive-indices which allow determination of the probability of 
successful outcome from information derived from client evaluation ws;re 
developed from stepwise regression artB^ysis (29/. The same variables 
were entered into the analyses for all the subgroups on which stepwise 
regressions were computed. The dependent variable in all analyses was 
successful outcome (entry into employment and/or job training). 

The most constant predictors of success with respect to placement 
in jobs or in placement can be divided into health and nonhealth categori 

Health va^-iableS which were positive with respect to employability 
i ncl uded absence of any statement by the client that his/her health 
interfereFlTTth working indicating greater motivation for work and less 
sick role behavior as well as less disability. 

" Fitne<^s, as determined by the ability of the client to perform - 
exercise without marked elevatiori in the pulse rate was also important 
as a predictor of success. Absence of obesity was another predictor 
of increased emplovability which indicates, on the one hand, -hat 
obese persons were' less likely to get jobs owing to prejudice on the 
part 0^ the employers and employment counselors, and, on the other 
hand, .that their attitudes may be realistic concerning the health 
problems of obese people in the wOrk fbrce. It is, however, important 
to reflect that obesity_,is associated with low socioeconomic status 
of origin, to lack of education and lack of physical fitness as well 
as likelihood that a client will complain that his/her health is a 
work handicap. 
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ITHACA 

inti^rv fention 
^ n« 55 

CiQhtr ol 




Xendali*s t&u b: 
-0.242 p<;oi f 





Did not get job or Got job or training 
training 




SYRACUSE 

Intervention ^ 
n-55 



Control 

I { n«54 

'Kendall's tau b: 
_ -ou»38— n8_-. 




Did not get job or Go. job or training 
training » ' 



Effect of Intervention on Whether Client Got Job or 
88 Training During CHRP 
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Nonhealth variables include higher socioeconomic status of origai^ . 
We interpret tMs to .mean that men an^ womertwho do not have to escape 
from a recurring .poverty cycle have a greater chance to be successful* 
The presence of another household member who is woirking and contributing 
to the househpld budget had a positive effect and We would infer that 
in this instance the^^ient was motivated to. move away from welfare 
dependence > since it niay he assumed that the earnings of the other 
household members were insufficient to make this possible. Better 
education was also an important determinant of increased employability, 
since the range of job slots open to persons with more education is 
increased. ' • • 

Clients who came back for scheduled follow-up visits were mor,e 
successful than those who did not which indicates an important effect 
of motivation and complian ce. ^ 

The presence of a child under g in the household turned out to have 
a positive e ' ^fect on employability. Indicating that women who have: been 
kept out of the work force by. the presence of young children in the 
hpine niay have aspirations towards upward social mobility an[d indepen- 
dence from welfare. ' 1 

Several 16 PF fact^s were found to be predictors of su\cess in 
employment or training. A high score on PFO, interpreted to mean 
^'troubled or anxious" (concerning home/welfare/health, etc.), was 
positively associated with success and may indicate that the "troubled" 
client may seek a better style of living. 

A low value on PFQ4, indicating "determined" and on PFM, meaning 
"practical" disposition, were associated with success. 
Persons having these characteristics were more likely to become 
employed or enter training during CHRP (Table 35). 

Table 35. Predictors of SUCCESS (whether client got Job or training 
during CHRP), stepwise regression for selected groups. 

Variable Beta F value Simple- r 

Syracuse (N = 80> R^ >34) 
Child under 6 
PFO (hi score = troubled) 
Education 

Step test (lo score = fitnecs) 
Returned for follow-up 
Client fit health restricts work 
PFM (lo Sv ire = practical) ' 
Maximal pr^ 'ious pay category 
triceps skin/ ^d thickness • 

Table continues on following page. 



6 



.33 


8.90 


.25 


.23 


4.98 


.24 


.34 


10,14 


.16 


-.17 


2.55 


-.16 


,19 


3.61 


.22 


-.12 


1.37 ' 


-.18 


•>.15 


2.05 


-.20 


-.16 


1.86 


-.01 


-.15 


1.85 • 


-.16 


1 
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Table 35. Predictors of SUCCESS (whether client got job or training 
during CHRP), stepwise regression^for selected groups. 

Va riable Beta F value Simple r 

Ithaca (N = 94, = .40) - . 

Returned for follow-up .28 8.86 .29 

Education . .25 4.18 .25 

Step test (lo score = fitness) -.20 4.59 - -.20 

Intervention vs.' control -.14 -1.91 -.27 

Communication handicap -.15 2.84 -.19 

Socioeconomic status of origin ^ -.14 2.09 -.23 • 

Member household works and helps support .IC 3.74 .19 

PFI,(^ score = self-reliant) -.11 ' 1.11 -.14 

Child Tinder 6 • ' . .09 .83 .08 

RFC (hi score = troubled) .18 2.78 .13 

PFQ4(lo score = determined) -.19 3.18 -.11 

Emotional handicap J-2 1.65 .04 

Triceps skinfold thickness ff" -.13 1.51 -.15 

Control, both projects (N = 55, R*^ = .So) 

Child under 6 -.39 8.24 .33. 

PFJ (lo score = self-reliant) -.23 3.42 -.31 

Education- ' .45 12.77 .17 

PFO (hi score.= troubled) '.28 * 5.00 .22 

Percent arm muscle circumference .21 3.43 .11 

Emotional handicap .25 4.42 .20 

Returned for fo-1 low-up '.25 4.19 .21 

Maximal previous pay category -.33 4.85 .08 

■Client felt health restricts work -.25 3.92 -.12 

Sex ^.24 2.18 -.01 

--PFM (lo score = practical) -.16 1.81 -.21 

Intervention, both projects (N = 64, R^ = .55) 

Socioeconomic status of origin -.21 4.01 -.33 

Project location -.27 3.83 -.33 

Returned for follow-up .31 9.61 .30 

IQ ' .29 6.89 .29 

Member household works and helps support .33 10.78 .26 

Step test do score = fitness) -.19 3.51 -.21 - 

• Client felt health restricts work . -.20 3.74 -.08 

Age .32 6.23 ^ .01 

PFI (hi score = dependent) -.16 2.37 .08 

Tric«!ps skinfold thickness * -.18 2.48 -.15 

Total Tn = 119. r2 = .35) _ 

Returned for follow-up ' .26 9.91 .26 

Project location -.09 .72 . -.23 

Step test (lo score ~ fitness) -.26 9.75 -.19 

Member household works and helps support .18 4.80, .16 

Education .22 4,87 .25 

PFO (hi score = troubled) .21 4.18 .18 

Triceps skinfold thickness -.13 ,1.86 -.17 

PFQ4(lo score = determined) -.13 1.72 -.04 

Socioeconomic status of origin -.13 2.30 -.21 

Child under 6 .10 1.53 .26 

HINT (headaches, insomnia, nervous, tired) .11 1.55 .00 

Communication handicap -.09 • 1.1-9 -.18 

^ 91 
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3) Ch ange in client status. 

a) Change in health status. In the following section, alterations 
in health status are given for all objective measurements that were 
obtained. 

i) Anthropometric, For the entire sample (Ithaca.and 
Syracuse) who returned for follow-up, mean gain in. body weight was 0,9 
pounds. The total re;J;inrning, Ithaca group showed a mean weight gain of 
1.9 pounds with the-^haca intervention group gaining a mean of 1.6 
pounds and the Ithaca control group gaining 6.5 pounds. In Syracuse, 
the returning total and intervention groups gained a mean of .2 pounds. 
Examination of weight changes by weight gr*oup, expressed as percentage 
weight for height for age showed that for total follow-up group, those 
who were underweight (less than 90 percent for weight for height for 
age) gained weight during. the project and 
clients gained more than Syracuse clients. 



that underweight Ithaca 
Weight losses during the 



project occurred in Ithaca and Syracuse clients who were-initially 
overweight (equal to or greater than 130 percent of weight for height 
for age). Weight changes in the total Ithaca and Syracuse groups were 
not influenced by ^intervention. \ 

For Ithaca clients who were underweight or within normal weight, 
triceps skinfold thickness was similar atlfollow-up to -that afthe 
initial visit. This indicates increased muscle mass rather than fatness, 
Ithaca clients who were obese (150 percent of body weight for height 
for age. or more) showed a ^^eduction in triceps skinfold thickness at , 
follbw-up. ''In Syracuse, underweight clients became 'thinner during 
the project and obese clients lost very little fat as reflected by 
changes in triceps skinfold thickness. No evidence was obtained that 
'a decrease in obesity was assoctiated with su. cess as previously defined 
by entry into employment or job^training. 

ii) Physical perfbrmahce. Changes in vital capacity were* seen 
between initial and follow-up visitSc However, there were no sub- 
stantial gains or losses in this parameter and no relationship was 
found between change and vital capacity and intervention or success. 
Similarly changes in handgrip dynamometer readings could not be related 
to intervention or success. Coarse motor ability was substantially 
improved in successful Ithaca clients in the intervention group. In 
Syracuse, there was a small improvement in coarse motor ability from 
the initial visit to the time of follow-up but this was not associated 
with intervention or success. Change in coarse motor ability was 
measured by the alteration in time it took clients to put blocks into 
a box. 

Improvement in fine motor ability was not related to intervention 
or success. Changes in performance of the step, test did not Indicate 
improvement as a result of intervention or success. 
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iii) Pgychometrlc scores. A smalL ijpduction in the internal/ 
external scores were found in the successful Ithaca clients in the 
intervention group and similarly successful Syracuse clients showed a 
reduction in the internal/external score in the direction, of internal 
influence which means that th^ clients, at follow-up, wer^ more 
positive about being able, to direct their own lives, the most striking 
changes at followrup were in the MHPI hypochondriasis scoV^e. Reduction 
in the score for the Ithaca group was associated with, intervention and 
success. Similarly In Syracuse > reduction in hypochondriasis ,score"was 
associated with successT Reduction in hypochondriasis ^cores for [ 
successful clients was such as to bring them into the noftnal range of 

values* 1 

I 

iv) Health complaints. In the Ithaca group, there was a 
reduction in the number of health complaints at follow-dp which was 
, significant In the intervention blrt-not U the control group. In 
Syracuse, there was also a reduction in the number of health complaints 
at follow-up. Both in Ithaca and in Syracuse, a reductfidn in the number 
of health' complaints was associated with success. | - 

v) Health problems improved or solved. For clients who 
returned for follow-up, the number of health problems improved was 
correlated positively with education (r = .32, p < M as was the 
number of health problems solved (r .20, p <.05). Jhe number of 
health problems improved was correlated with a smaller number of initial 
health complaints, younger age, less obesity, higher yital capacity and 
personality factors of expediency and openmindedness^* The number of 
health problems solved was also related to younger age and to greater 
vital capacity (Table 36). , 

Table 36. Significant correlations between number of health problems 
improved or solved and other variables, total sample 
(N = 114). 



Variable 



Health problems improved 
Education 

Number of current health complaints 
* Age 

Triceps skinfold thickness 
Percent vital capacity 
16 PF factors 

G (lo score - expedient) 
Qo (lo scare - openminded) 
Health problems solved 
/Age . 

Percent vital capacity 
Education 





p value 


.,32 


< ,001 


-.;2a 


< .05 


-.'45 


< .001 


-j20 


< .01 




< .05 


-1.22 


< .05 


-|.30 


< .01 


j.35 


^ < .001 


f .28 


< .01 


.20 


< .05 
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b ) Change in employment/training. The mean number of days between 
client conference and the time of first employment was 97 for ,the_ 
Intervention clients and 120 days for the control- clients. The mean " 
number of days between first employment and the termination date was 
166 days for the intervention clients and 50 days for the control, 
clients. For intervention clients only, the mean number of days 
between the client conference and the last rehabilitation contact was 
133 days and between the ini1;ial examination and the last rehabilitation 
contact 156 days (Table 37). 



Table 37. Time sequence. 

Mean number of days between; 

Client conference and first employment 
First employment and termination date 
Client conference and last rehabilita-- 

felon contact 
Initial exam and last rehabilitation 

contact 



Intervention Control 

' 97 (N = 45) 120 (N - 26) 

166 (N = 30) 50 (N = 14) 

133 (N 92) 

156 (N - 95) 



Data shown in Table 38 indicate a greater number of Ithaca clients 
employed, both among intervention and control groups, than in the 
Syracuse sample. The period of employment was also longer for a larger 
number of tne Ithaca clients, because jobs appropriate to their health 
and skills were found. 



Table 38. Employment during first nine months after client conference 
(or period of follow-up, if shorter). ^ 



Category 



Ithaca Syracuse 
Intervention Control ' Intervention Xontrol 



Percent 



Percent 



Not employed 


28 


32 


70 


78 


Employed 90 




8 






days or less 


17 


9 


4 


91-180 days 


9 


19 


7 


7 


181 - 275 days 


28 


n 


2 


4 


unknown 


18 


30 


12 


7 


mi 


100^ 


mi 


100^ 


N reporting 


53 


37 


54 


54 



Of the Syracuse sample, only one client entered the WIN-funded 
training program and norte were accepted for WIN public service employ- 
ment. Three of the intervention clients were classified as working 
WIN registrants at the completion of the program and one cQntrol 
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client was lathis category. In evaluating the Syracuse sample, there 
were no. differences between intervention and control clients with 
respect to outcome in relation to employment dr training because 
clients were placed in the unassigned recipient pool or were still in 
the deregistered category for CHRP participation, (Table appears in 
the, Appendix.) 

, In lihaca, a greater percentage of intervention clients were 
working or in training at the end of the project than were either 
the 'control group in Ithaca or both groups in Syracuse (Table 39;, 
Syracuse figures for employment were similar to 1975 national figures 
for percent of AFDC mothers employed (13). • « 

Table 39. Work status at end of project, by project and intervention 
category. 

Work status at Ithaca Syracuse 

end of project Intervention Control Intervention Control 

Percent ~~ Percent 



Not working 


48 


61 


83 


'80 


CETA, OJT or 
public sector 


















employment 


10 ■ 


6 




4 


Private sector 








16 


employment 


42 


33 


100% 


100% 


100% 


100% 


N reporting 


48 


33' 


48 


49 



Examination of present pay -categories per hour for the Ithaca 
clients shows that 26 percent of the intervention clients and 29 
percent of the control clients were earning between $2.00 - $2.99 an 
hour. For Syracuse, where very few persons were employed both in the 
intervention' and in the control categories there are clients who are 
earning less than $2.00 an hour. In Ithaca there were a greater 
percent of intervention clients earning more than $3.00 an hour than 
con,trol clients but no such difference can be seen in the Syracuse 
saniple. ^ 

These same trends can be seen in the ma;^imum known pay per hour 
that clients have received from their initial visit to the program 
antil the present. In that period in Ithaca, 41 percent of the 
intervention clients and 38 percent of the control clients earned 
less than $3.00 an hour. For higher pay categories,, a greater per- 
centage of intervention clients than control clients in Ithaca/ 
earned more per hour. In Syracuse, 9 percent of interv^^ion^l ients 
and 16 percent of control clients earned less than $3ij0 aVfiour. 
For higher rates of pay, 19 percent of intervention cl|ients earned 
$3.00 pr more compared with 10 percent- of cont>ol group (Tab^*? 40). 
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Table 40. Pay categdries, by project and intervention- category. 



Category 



Ithaca 
Intervention' Control 



Syracuse 
Intervenl^ldn ^Control 



Percent 



At. end of project 

Not employed 

<$2.00 per hour 

$2.00 - $2.99 
.$3*. 00 - $3.99 ^ ' 

$4.00 - $5.r9 , 
: >$6.00 , 

• I ^ 

Maximum l<nown pay category 
per hour from initial 
visit to end o^ project 
Not employed » • 
<$2.00 per hour 

■• i2.00 - $2.99 
$3100 - $3.99 

■ .$4.00 - $5.99 
>$6.00 



N reporting 



56 
0 

26 

15 • 
• 3 
0 





' ffercent 

T 




81 •--<^ 

7 . • ■ 
■ 2 

vm 



72 


74 


3 


4 


7 


12 


16 


6 


2 


2 


0 


2 


100% 


loo^ 


48 


■ 49 



Among those who were successful in the project, as defined by the 
various criteria described above, women with children under 6 were as 
likely or more likely to be successful in the Ithaca and in the Syracuse 
projects. It is to be noted that both in Ithaca and in Syracuse 
successful outcome for these women was perhaps a reflection of their 
age and/or their shorter duration on welfare as well as interven+.ion. 
We are cognizant of the fact that control clients may have been 
favorably influenced in their health managenent by the process of 
evaluation and being told of their health needs. (Table 41). 

Table 41. SUCCESS, project and intervention category among women 
with ehild(ren) under 6 years. 



Group 



% successful 



•Ithaca: control group 

intervention group 

Syracuse:control group 

intervention group 



50 
60 
20 
18 



# of women 



14 
25 
•5 
11 
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The Created variable, "success", indicating entry into employment 
or job training by clients was related to other variables which were 
also indicators of successful outcome. Thus from a Pearson correlation 
matrix, it was shown that the level of present employment was positively 
related to success, as was whether, or not the client was in employment 
\at the end of the study and present pay' category. Success was posi- 
l;ively correlated with -the occupational status of the bread winner 
the client was 10. The gccurrence of the minus sign is under- ^ 

le because the higher the occupational status of the bread winner, 
Dwer the assigned number. Success was positively correlated both 
th^^-IQ and the education of the client. Negative relationships 
iess in these correlations included age, the presence of a 
communicat'l^s handicap, the client's statement' that his/her job 
capacity was rsestricted by health and to obesity, and in the 16 PF 
test, to the determination of "prejudice" (Qo) (Table 42, see also 
Table 35). ^ ^ 

The level of present employment was related to education as was 
the present pay category (r = .25, p <.001, N = 172 and r = .28, 
p< .001, N = 159, respectively). 

Thus we emerge with the image of the successful client being 
from a background of relative success, being of higher intelligence, 
better educated, younger, without a coiranunications handicap who did 
not believe that health problems restricted work capacity and who 
was sl.immer and who was more openminded. 

Table 42. Significant correlations between SUCCESS (whether client " 
got job or training during CHRP) and other variables, 
intervention and control group- combined. 

Variable 

Level of present employment 
Employed at end of study 
Present pay category 

Age 

Client felt health restricts work 
16 PF factor 

(hi score = prejudiced) 



N 


r 


p value 


178 


.69 


< .001 


203 


,49 • 


< .001. 


165 


,67 


5 .001 


203 


.16 


< .01 


199 


-.23 


< .001 


192 


-.21 


< .01 


172 


.25 


< .001 



/ 

< 
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c) Changg in public assistance, 
i) Analysis of Medicaid data> 

Analysis. of Medicaid data shows that, in the full year prior to the pro- 
ject, average costs for the intervention and control clients were similar ex- 
cept in the charges for M.D. hospital visits. Difference'^ in MoDo hospital 
visits are explained by the higher charges for two clients within the control 
group. (Table 43). 

In order to examine differences between pre-project and project costs for 
both intervention and control groups, adjustments were made in the pre-project 
costs for the duration clients were actually receiving Medicaid. Using these 
figures, it can be seen that costs during the project period were higher for 
both groups but these differences are explained by the addition of Medicaid 
coverage of diagnostic services (e.g. laboratory charges) incurred as a re- 
sult of project initiated referral as well as project-initiated referrals 



for therapeutic purposes. 

4}p 



Average per capita Medicaid charges during the project period were sub- 
stantially higher for intervention than for control clients in the following 
categories: M.D. hospital visits, hospitalizations, and surgery. (Table 44). 

Table 43. Medicaid expenditures, full year prior to project and pre-project, 

period adjusted, by intervention (N=110) and control (N=93). 

Category of Full Year Prior to Project Pre-Project Period Adjusted- 

Medical Expenditures 



M.D. office visits 
M.D. hospital visits 
Clinic visits 
Hospitalizations > 
Emergency room visits 
Contraceptive services 
Optician/optometri st 
New glasses- - 
Dental visits 
New dentures 
Podiatrist visits 
Physical therapy 
'X-rays 

Pharmacy charges 
Appl iances 
Surgery 

Other diag. procedures 
Laboratory , 
Mental health visits 
Transportation 
^Home health aide 
Chir^opractor 



Intervention 

U.I Mean 
%^ Cost 


Control 

Mean 
% Cost 


Intervention 

Mean 
Cost 


Control 

Mean 
Cost 


51 


t 

31.43 


56 


27.73 


13.11 


10.35 


20 


8.90 


18 


15.74 


2.27 


.4.35 


34 


51.35 


34 


49.38 


3.65 


3.67 


14 


82.31 


10 


91.05 


27.98 


20.04 


51 


32.29- 




31.5"8 


7,50 


5.07 


6 


1.67 


4 


0.88 


0.37 


0.53 


13 


.85 


11 


1.00- 


0.15 


0.09 


21 


6.12 


24 


6.94 


1.48" 


2.14 


34 


27.47 


32 


19.03 


10.70 


8.59 


4 


8.14 


3 


5.87 


• 0.00 


,0.00 


4 


0.56 , 


3 


1.33 


0.00 


D.OO 


3 


8.67 


1 


0.05 


0.19 


0.00 


14 


2.72 


25 


13.76 


1.27 


2.22 


69 


28.38 


65 


36.03 


10.48 


10.77 


2 


9.46 


8 


9.13 


0.16 


0.05 


10 


10.53 


9 


8.27 


3.08 


4.73 


2 


0.31 


0 




.0.15 


0.00 


24 . 


4.99 


29 


6.71 


2.31 


1.03 


11 


7.55 


8 


8,34 


3.24 


6.46 


32 


8.14 


31 


9.63 


4.22 


3.74 


1 


0.11 


2 


0.94 


0.00 


0.00 


2 


0.68 


0 




0.00 


0.00 



^Adjusted proportionately to number of days client was on Medicaid during \ 
. .project period. 

•2/ Percent who incurred cost for each category. 
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Table 44 • Medicaid expenditures, project period and project costs and 
referrals, by intervention (N=110) and control (N=93), 

Category* of 
Medical Expenditures 





Project Period 




Project Responsible 


Intervention' 


Control 


Intervention 


Control 




Mean 




Mean 




Mean 




Mean 


Cost 


% 


Cost 


% 


Cost 


% 


Cost 


AA 
*t*t 






lo^oo 


1 A 




c. 


n TO 


7A 


1 1 •OO 


C.[J 


'f •ou 


Q 




U 




CI 


^3 •DO 






0 


n /1 7 


1 


n A'i 


i C 


1 U 1 •00 


0 


1 1 •O't 


A 


cU«7 1 


u 




36 


71 
1 «^ • / 1 




13 17 
1 o • 1 / 


*T 


1 1 fi 

1 • 1 u 


1 




A 


0.91 


3 


0 46 


2 


0 39 


n 




4 


0 73 


4 


0 23 


1 


n ?i 


n 

yj 




10 


2 89 


10 


2 16 ' 


5 


113 






29 


16^1.6 


33 


15^88 


4 


2^00 


0 




2 


6.56 


5 


7^11 


2 


3^83' 


0 




3 


0^65 


3 


0^46 


2 


C^46 


0 




4 


3^02 


2 


1. 62 


4 


2^00 


1 


0^16 


17 


5^10 


U 


4^00 


10 


2^03 


2 


K07 


63 


20^69 


54 


22^95 


14 


U56 


2 


0^17 


2 


0^42 


4 


5^75 


2 


0^19 


0 




6 


1K92 


3 


2^91 


3 


4^20 


0 




•7 


0^95 


2 


0^32 


5 


0^87 


2 


0.32 


72 


21 ^44 


63 


17^36 


72 


18^66 


60 


15^44 


7 


6^37 


9 


1K97 


1 


0^25 


0 




32 


^ 7^15 


28 


10^10 


4 


0^46 


1 


0^'23 


1 




0 




1 


0^11 


0 




0 




0 




0 




0 





M.D. office visits 
HID* ;hospi.tal visits - 
Clinic visits , 
Hospitalizations 
Emergency room visits 
Contraceptive services 
Optician/optometrist ^ 
New ^glasses 
Dental visits 
New/dentures 
Podiatrist visits 
Physical therapy 
X-^fays 

Pharmacy charges 

Appliances 

Surgery 

'Other diag. procedures 
/Laboratory 

/ Mental health visits 
Transportation 
Home health aide 
Chir opractor 



incurred cost 



-'^Percent 



who 



for each category. 



ii) Welfare grants a Initially average monthly welfare grants 
per client were nigner in Syracuse than in Ithaca and this difference 
was maintained at the end of the project when average monthly welfare 
grants had been reduced for clients in both localities. However, the 
reduction in average monthly welfare grants per client was similar in 
Syracuse and Ithaca (Table 45). 

Table 45. Mean monthly public assistance grant (initial, final and 

change), by project. • 



Monthly Public Assistance Grant 



Ithaca Syracuse p valued 



At initial entry into CHRP 
At end of project 
Change in grant 



$243 
132 
-111 



Mean 



$308 
^221 
87 



< .001 

< .001 

ns 



^Analysis of variance 
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Reasons for reduction in welfare grants obtained from WIN/SAU , 
*in Syracuse and the Department of Social Services in Ithaca fnc^iid^-^:^ 
employment, change in marital status or family size, clients accepted 
by other agencies: e.g. OVR or SSI,,AClients moved away, client failed 
to recertify or clients were sanctioned. Records were .incomplete in 
that for certain clients there was missing information. 

Among Syracuse clients our information shows that in the inter- 
vention group 12 percent had welfare grant reductipns due to employ- 
ment with a figure of 13 percent in- the control group. In Ithaca, 
employment wa 5 the reason for grant redaction in 46 percent of inter- 
vention and 26 percent of control cases. ' 

For further analysis, welfare grant reductions were annualized * 
for both Syracuse and Ithaca clients and within localities and 
intervention or control groups, clients were divided into those who 
had worked 30 days or more during the project period ("working") and 
those who did not work for this length of time ("nonworking"). 

Monthly and annualized welfare grant reductions (AW6R) were not 
different when intervention and control clients were compared but 
clients who were employed for 30 days or more had greater welfare 
grant reductions than the "nonworking" groups in both Syracuse and 
Ithace (Table 46). 

Table 46. Annualized welfare grant reduction (AWGR) for those working 
>.30 days and those working <30 days, by project and 
intervention category{mean values). 

Ithaca Syracuse 
Work status Intervention" Control Intervention Control 

> 30 days $1489 .$1106 $2031 $1937 

< 30 days 890 724 402 720 



Despite greater success of "working" than "nonworking". clients 
with respect to welfare grant reduction, the duration of employment 
and pay categories were such as to prevent many clients from 
becoming independent of welfare. 

4) Interpretation. 

We are now in a position to be able to describe the charac- 
teristics of a. client who is most likely to do well in a health 
rehabilitation service intended to fit him/her for eniployment. An 
apparent contradiction exists in that, whereas clients who initially 
belfeved that their health was too bad for them to work were less 
likely to be successfully placed. On the other hand, intervention 
clients in whom reduction in hypochondriasis was achieved, outcome 
was more likely to be successful. These findings are not contradictory. 

loo 



Rather they serve to point out the. different prognosis that exists for ^ 
clients who have moderate emotional problems with hypochondriasis and 
t)iose whose §ick role behavior is engrained. 

Aj^ather similar differentiation of clients with respect to 
prediction of success can be examined with respect to physical, 
health' problems. In general, it is not specific diseases which either 
have a favorable or unfavorable prognosis but rather prognosis rests ' 
on the degree of physical fitness or impairment. Clients who are able 
and willing to perfarrn simple physical exercise without gross signs 
of intolerance are more likely to respond favorably to rehabilitation. 
In short, .moderate physical disability is easier to treat than severe 
physical handicaps associated with multiple or gross organ dysfunction. 

• Although we obtained several pre'dictors or indices of success • 
which were related to ph^jsical performance j> it is to be understood 
that performctnce of^'tasks, such as the step test, tffe handgrip test, 
etc., is strongly influenced also by motivation and that if these 
tests are, poorly performed, it suggests that that client is not trying 
to sHcfi you that he/she can do well at work. The fact that massive 
obesity mitigated against success can be explained, in a number of ways 
but we think that the most probable explanation 'is' that our very fat 
clients were most likely to come from a background of low socio- 
economic status, to be less well iaducated, to have less motivation 
as well as impaired exercise tolerance. Their physical condition also 
limited their work capacity. A bad prognosis for rehabilitation in 
the presence of communication, handicap is again easy to expkin In 
that clients with this handicap had a lower IQ, less education and an 
impaired ability to understand verbal or written instructions which 
might form an important part of .health education and counseling. It 
follows that a conwunication handicap would also be a major problem 
in employment b> joF training. 
A I - ~ * 

{ Favorable characteristics such as higher socioeconomic status of 
origin, better education and strong motivation are the same qualities 
which spell success in other clients. / 

It is clear that there are welfare clients who have greater or 
lesser capacity to respond to a health rehabilitation program such 
that they will be fitted for competitive employment. We do not 
believe however that this finding justifies a too stringept selection 
procedure with respect to clients who might be appropriate for health 
intervention. There were also a number of clients who showed objective 
signs of health improvement during intervention but who were not 
successfully placed. It is for these clients that we would suggest 
that justification of active intervention can be made on the basis 
that they might be employed in special employment situations 
temporarily or permanently. 
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5) Costs > 

A broad separation of costs may be made into operational and 
research expenditures which were split in an approximate ratio of 1 : 1. 

a) Operational costs> Operational costs can be subdivided into 
costs per project site and costs per client. 

i) Costs per project. Costs per project (Ithaca and Syracuse) 
Ircludedpersonnel , site renovation and rental for the facilities, i 
transportation, telephone charges as well as permanent equipment anW/ 
medical/office supplier. Personnel costs comprise two-thirds staff 
salar^ies as well as consultant fees, tt was estimated that two-?thirds 
of the time of full-time operational staff was spent on health evaluation, 
health intervention, client contact and follow-up as well as agency 
liaison. The proj'ect coordinator was additionally responsible for 
in-service orientation of WIN, CETA and other local agency staffs to 
the program and for staff training sessions. The part-time physicians, 
^working in the Syracuse unit, were paid as consultants. In the Ithaca 
unit, since the physician was also^the project director, no fee^r ^ 
salary was accepted as payment for medical services rendered at the 
project facility. However, in order to estimate a cost for services 
of an MD in the Ithaca facility, we have chosen to insert the summer 
salary of the director which approximates HD costs. ' 

Site rental included costs of rental of space for health examina- 
tions, counseling and physical rehabilitation sessions and cost of 
utilities and housekeeping which v/ere included in the rental agreement 
both in Ithaca and in Syracuse. Remodeling was carried out in Ithaca 
only and served to increase convenience and operational efficiency. 
Separate counseling and conference rooms were set up as well as an 
office where privacy of communications could be assured and confidential 
cl-i en t- -records held in locked filing cabinets. Permanent equipment 
consjsted^of small instruments such' as Lange skinfold calipers and 
handgrip dynamometers used for anthropometric and physical assessment, 
respectively. Health unit supplies included disposable items such as 
^patient gowns, tdngue blades, pharmaceuticals and small replacement 
parts for medical equipment. Books purchased included medical and . 
nutrition texts as well as manuals and psychometric testing materials. 
Office supplies included stationery, printing costs for reporting 
forms, health education pamphlets, day .books, account books and xerox- 
charges. 

Other costs included laboratory charges for follow-up hematologic 
and biochemical tests incurred because clients had lost eligibility 
for Medicaid (Title XIX) when they became independent of v/elfare 
assistance. Telephone charges included calls between the Ithaca and 
Syracuse facilities, long d*^'stance calls to local and state agencies, 
calls to physicians, record rooms in hospitals and clinics for clients* 
medical records as well as base charges. 
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Transportation costs included use of "state cars'^ ip carrying 
personnel from one facility to the other or to area agencies as well 
as cost of transporting clients to and from their homes or to area 
hejilth care units for diagnostic and therapeutic purposes. 

Total operational costs for both projects were approximately 
$125,000. With the project sites in operation for approximately 
28 months, average cost per project site per year was estimated 
to be between ^$26,000 and $27,000 per 'year. 

ii) Cost/benefit analysis. Cost/benefit analysis was carried 
out using total project operational costs versus annualized welfare 
grant reduction (AW6R). All operational costs including personnel, 
site, health evaluation and intervention and other costs discussed 
above pertained to the overall outcome of the project. Costs were 
further analyzed in terms of clients entering ©nployment for 30 
days or more. In Ithaca more of the intervention than control 
clients worked 30 days or more during the CHRP project period. How- 
ever, in Syracuse, there were no differences between intervention and 
control groups in percent of clients who worked 30 days or more. 

We estimate that the" cost per client in the total sample to be 
approximately $475 per client ($150,000 divided by 264 clients). 
Thus we arrive at the following return on investment for both clients 
who entered employment for 30 days or more and those that did not 
(Table, 47). 

Table 47. Return on investment, for those working > 30 days and 
those working < 30 days, by project and intervention 
category (mean values). 

S Ithaca Syracuse 
rk status Intervention Control Intervention Control 

> 30 days ' $3.14 $2.33 $4.38 $4.08 

- <30 days 1.87 1.52 0.85 1.52 



The return on investments of the project was cost beneficial over 
the WIN program figures for New York State and the WIN^national 
program, which were $1.13 and $1.31, respectively, for those who 
entered employment for thirty days or more (30). 

Further our impact has been best expressed by the senior 
administrator of the Department of Social Services for Onondaga 
County, 

"My staff and I would like to express our appreciation 
'to you and your staff for the excellent medical evalua- 
tions and recorranendations. These evaluations and 
recommendations were swift and exactly what we required 
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to assess the clients' employment potentials. The 
project not only saved valuable staff time and effort 
but also^ conserved County funds. The project was most 
valuable'^in quickly identifying clients as either 
employable or unemployable, thereby, saving time and 
effort for clients, also. The Social Security 
Administration readily accepted the CHRP medicals 
for Supplemental Security Income eligibility." 

b) Research coSts. The largest category in research costs was 
for the salaries and hourly-rated payments to personnel. The salaries 
of the statistician, the computer specialist as well as the salary 
of the research specialist appointed as a program evaluator were 
accepted as 100 percent research costs ^as were the salaries of the 
secretary employed during the period when the final report was 
prepared and the part-time salaries of assistants engaged In 
tabulatijig Medicaid records, applying ICDA codes, coding and key 
punching operations. The full-time research staff were responsible 
for project design, preparation and administration of questionnaires 
to WIN regional directors, to local agencies and to personnel and 
clients as well as for data analysis and assembly of materials for 
the final report. With respect to operational staff, it was estimated 
that one-third of their time and therefore their salaries pertained 
to resear'ch. Research activities of the operational staff included 
pretestifig of questionnaires, development and pretesting of in-house 
health intervention programs, evaluation of psychometric tests and 
tests of physical fitness, design of reporting forms and preparation 
of case summaries for the quarterly and final report to USDL, 

« 

The next major research cost was for computer usage at Cornell 
University. Long distance telephone charges were incurred in 
communication with WIN regional directors, in communication with 
health planning educators and administrators and in calls to local, 
state and federal agencies. 

Transportation charges included use of the "state car" for 
consultations with area health personnel, WIN, Social Services and 
employment staffs in connection with the development of the demonstra- 
tion model. Additional transportation costs were a round trip fare 
for the project director tovlsitWIN in Region IX and the University 
of California School of Public Health in Berkeley to obtain critical 
evaluation of the proposed demonstration model. 

Books included ICDA manuals. Office supplies included stationery, 
printing and duplication .costs and costs for preparation of the final 
report. 
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III. SURVEYS 



A series of surveys were conducted between Septenibs»' 1977 and March 
1978 to provide additional data for evaluating the proj>?'jt and for assist- 
ing in the development of the demonstration model. 

A> Client evaluation questionnaire 

A questionnaire was administered by the project evaluator in January- 
February, 1978 with respondents being CHRP intervention clients. Completed 
questionnaires were obtained from 41 clients in the Ithaca-Tompkins County 
project and 36 in the Syracuse-Onondaga County project. The question- 
naire as can be seen from G"able 48 )pertained to the original health prob- 
lems of clients, a^well as need for support services. Th? client evalu- 
ation of directions^ in which CHRP help thm both over the range of their 
original problems and in the perceived support given by CHRP .personnel 
tended to be rather similar in the two population sample groups. Common 
health problems cited by intervention clients at time of entry into the 
program included nervousness, overweight, underweight, dental problems, 
health problems needed further investigation, health problems preventing 
employment, as well as emotional 'problems with self-esteem. N^n-health 
services which clients felt they had obtained during the project period 
included more commonly job training, help with. job interviews, employment, 
help with agency contacts, legahaid, transportation and different hous- 
ing. In examining the responses, it should be noted that at "entry, clients 
said that they had had a problem with trusting others (in agency systems). 

CHRP was considered tO/liave been most helpful in dealing with nervous- 
ness, overweight, meal planning problems, dental problems, in finding a 
regular M.D. for clients, in providing exercise, in dealing with alcohol 
problems, in investigating health problems, helping with problems that had 
prevented employment, in giving education on over-the-counter drugs, in 
improving clients* personal appearance, in improving clients' self-esteem 
and in solving the problems of trusting others. As can be seen from (Table 
103), there were some differences between the answers of the Ithaca and 
Syracuse clients. In respect to other types of assistance which clients 
believed that CHRP had afforded, clients believed that CHRP had helped 
them in getting into job training, in coping with job interviews, in 
employment (particularly in Ithaca), in getting into college, in making 
agency contact, in obtaining legal aid and in obtaining transportation. 
We were particularly interested in the response that CHRP had assisted 
clients in developing trust and we believe that this is evident of the 
quality of interpersonal relationships and counseling afforded by esnployees 
of CHRP, 



105 



-81- 



Table 48. Effectiveness of intervention on outcome as reported by 
clients and of those, said CHRP helped. 



Had this problem Said CHRP helped 

Type of problem Ithaca Syracuse Total Ithaca Syracuse Total 



1 

1 • 


iiervousncss 


(22)^ 


(27) 


U*T A) 

(49) 


77^ 
(17) 


(17) 


69% 
(34) 


o 


uvcrWc 1 gn t 


(16) 


(15) 


A7 
(32) 


sJ\J 

( 9) 


94 
(15) 


75 
(24) 


o« 


unacrVicign t 


29 
(12) 


( 8) 


(20) . 


(5) 


( 2) 


35 
( 7) 


4. 


Meal planning 
problem 


i 0 

( 6) 


( 5) 


(ii) 


( 2) 


fin 
( 3) 


( 5) 


5. 


Dental problems 


41 

(17) 


33 
(12) 


38 
(41) 


53 
( 9) 


67 
( 8) 


59 
(17) 


6. 


Lack of a regular 
M.D. 


17 

( 7) 


36 
(13) 


26 

(20) - 


42 
( 3) 


69 
( 9) 


60 
(12) 


7. 


Lack of regular 
exercise 


51 

(21) . 


39 

114; 


45 


52 

u u 


88 
I lo; 


77 


8. 


Alcohol problem 


20 
{ Q^ 

I o) 


14 


17 
k 1 


63 


80 
( 4^ 


69 


9. 


Health problem 
needing further 
investigation 


46 


67 

(9a.\ 


56 


68 


50 

(^2\ 


58 


10. Health problem 
preventing 
employment 


41 

(17) 


72 
(26) 


56 
(43) 


59 
(10) 


50 
(13) 


53 
(23) 


11. 


Problem with use 
of OTC drugs 


5' 
( 2) 


8 

( 3) - 


6 

( 5) 


50 
( 1) 


67 
( 2) 


60 
( 3) 


12. 


Problem with 
appearance 


17 

( 7) 


17 

( 6) 


17 
(13) 


86 
( 6) 


50 
( 3) 


69 
( 9) 


13. 


Problem with 
self-esteem 


61 

(25) 


47 

(17) 


55 
(42) 


80 
(20) 


76 
(13) 


79 
(33) 


14. Problem trusting 
others 


44 
(18) 


42 
(15) 


43 
(33) 


89 
(16) 


93 
(14) 


91 

(30) 



in parentheses 

Number of completed questionnaires: Ithaca = 41; Syracuse = 36; Total = 17. 
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lable 48. Effectiveness ot intervention on outcome as reported by clients 
and of thosfe', said CHRP helped* continued. 



Obtained this Said CHRP helped 

Q# Outcome Ithaca Syracuse Total Ithaca SS^racuse Total 



15. 


H.S. equivalency 
class 


20% , 
( 8)^ 


14% 
( 5) 


17% 
(13) 


50% 
( 4) 


0% 
( 0) 


31% 

( 4) 


16. 


Job training 


27 
(11) 


17 

( 6) 


22 
(17) 


91 

(10) 


100 
( 6) 


94, 
(.16) 


17. 


Help with job 
interviews 


46 

(19) 


33 

(12) 


40 
(31) 


84 
(16) 


75 

( 9) 


81 , 
(25) 


18. 


Employment 


59 

(24) 


25 

( 9) 


43 
(33) 


63 
(15) 


33 

( 3) 


55 
(18) 


19. 


College 


22 

( 9) 


6 

( 2) 


14 
(11) 


78 
( 7) 


100 
( 2) 


82 
( 9) 


20. 


Child care 


15 
( 6) 


8 

( 3) 


12 
( 9) 


50 
( 3) 


0 

( 0) 


33 
( 3) 


21. 


Agency contacts 


66 
*(27) 


69 
(25) 


68 
(52) 


85 
(23) 


80 
(20) 


83 
(43) 


22. 


Legal aid 


27 
(11) 

< 


25 
( 9) 


26 
(20) 


73 
( 8) 


56 
( 5) 


65 
(13) 


23. 


Transportation 


39 
(16) 


53 
(19) 


45 
(35) 


75 
(12) 


100 
(19) 


89 
(31) 


24. 


Different housing 


49 
(20) 


28 
(10) 


39 
(30) 


20 
( 4) 


10 
( 1) 


17 
( 5) 



N. in parentheses 

Number of completed questionnaires; Ithaca = 41; Syracuse = 36; Total = 77. 
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B, Survey of welfare, employment and health agency personnel 

Representatives of agencies which have had contact with the CHRP 
system, were interviewed, using a structural interview schedule, with 
regard to their opinions on present methods of health determination 
and the impact of the CHRP program. Responses indicated a lack of 
satisfactiori with existent methods for he&lth determination in the 
WIN system and In Departments of Social Services. The CHRP medical 
evaluation system was generally highly approved, though in Syracuse a 
representative from WIN/DOL thought that not enough information was 
provided with respect to the client's ability to perform specific jobs. 
Disadvantages of the current system which were cited included: 1) lack 
of standardization, 2) the fact that the physicians were not keen on 
making employability assessments, and 3) time lags on evaluations and 
reporting. An advantage of the present system was the use of standard- 
ized reporting forms with which the physician and client were both 
familiar. Disadvantages of the CHRP system were poor location 
(Syracuse) with respect to distance from WIN/SAU and DOL, CETA and 
health care units utilized for referral. Advantages of the CHRP 
system which were stated included the focus on employability, the 
timeViness and iirmediacy of the evaluations, daily conmuni cation with 
CHRP staff, the precision of diagnoses and the addition of information 
on hypochondriasis. Other advantages of the CHRP system included the 
follow-up and client assistance and the emphasis on work orientation. 

In the circumstance that a standard health evaluation procedure 
should be developed under thr demonstration model there was some 
disagreement on staffing a'^d location of staff to earthy out health 
^'^luations. 

In general, the respondents were very positive about the 
rehabilitation services that had betn provided by CHRP, though the 
representative from WIN/DOL stated that the CHRP concept of rehabili- 
tation' was not well understood. Specific advantages of the CHRP 
rehabilitation system were believed to have been a financial savings, 
the availability of short-term :abilitation, the location in Ithaca 
of the project at a neutral site., and, with respect tc evaluation of 
oatcome, the random selection of persons for health intervention. 
Other advantages were said to be the provision of, health evaluation 
and rehabilitation by a single program and the large number of clients 
who had been seen by a small staff. It was felt that CHRP had increased 
the employability potential for many clients. Dis?idvantages cited 
included the fa^'t that CHRP was outside the existent system(s) and that, 
therefore, they had no enforcement powers. In Syracuse, the location 
of the facility was again cited as a disadvantage, because it was 
believed that this separation of sites between WIN/SAU and CHRP could 
lead to a problem in losing track of clients, including rural clients 
who did not like the inner-city location. It was also felt ttiat the 
numbers who could be served was too limited because of the necessary 
use of control groups. The representative from WIN/DOL thought that 
she could not see much change in clients 'perhaps because physical 
health problems were not the only ^^rriers to employability and that 
the limitation on .employability was not^ altered. She also emphasized 
that the clients sent to CHRP had "a combination of disabilities r'us 
other problems". 
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It was generally considered that, if health rehabilitation services 
were* to be provided in the future, treatment should be completed before 
employmeftt or-train'ing was started. Opinions were varied with respect to' 
the priorUv for employment which would be given to a client who had had. • 
a npor 'wprit liistory due to medical problems, m^the six persons responding 
to this question;, one gave a high priority to. such- clients, two stated that 
'they should be treated like anyone else, and three gave a low priority. 
Only Vour persons aTiswered the question as. to the priority for employment 
that they would give to a CHRP client who had Kad a poor work history due 
to medkal problems,' one., suggesting that a higii priority should be given 
and three that such a person should be treated- like/ anyone -else. ^ ^ 

In answer td a 'question as to whether heal th/j/ntervention by CHRP 
•had increased the employability and job holding capacity of D^S clients ' 
•taking part in. the program, -Ithaca resjDondents expressed an enthusiastic 
"yes, absolutely;" "yes, people are more self -directing, and have more self 
knowledge." The Syracuse WIN/DOL and SAU" were. more guarded in their com- 
ments, 'which included: "Yes., for a small number^, perhaps ,10%; Jobs are 
there; many referred to SSI;" "not that much more because of recession,, 
.many referred to SSI."- 

Responses to a question on the relative advantages or disadvantages of 
having a health counselor to work with DSS clients 'on medical rehabilitation 
for employment were varied. wit:h the Ithaca respondents considering that 
such a 'counselor might be useful. Comments from the Ithaca respondents 
included: "would save "time and therefore mpneyj" "would save referring 
people who are not ready.'to work;" "could' provide referral as well as ser- 
vices " Qualified responses were obtained from three Syracuse respondents, 
including "yes, unless current staff has the ability;" "no.t WTN-because/ 
we are supposed to get only the 'healthy ones, but in another section of 
DSS;" and "as consultant to staff, because the client has too many dif- 
ferent workers." An interesting additional comment by an Ithaca respondent 
was that "a DSS relationship (of the health counselor) may turn some people 
off." . ' . ' 

C. Survey of WIN Regional Directors 

In order to examine theiopinions df WIN Regional Directors with res- 
pect to health services with n the WIN program, a structure^ questionnaire 
was.designed and administered by telephone interview by the evaluator 
from January to February, 1978. Nine completed interviews were obtained, 
and these were taped and transcribed. The following weport pertains to 
the Regional Directors' responses to questions as well as. their comments. 
The identification of respondents has purposely, been .omitted. • ' 

> 

WIN Regional Directors saw a need for uniform health evaluation of 
clients who claim a health problem as a deterrent to employment. One res- 
pondent who did not favor uniform health evaluations felt that physicians 
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would not carry out their duties with the required degree of uniformity. 
Those who did feel that a uniform health evaluation of WIN clients wbuld 
be desirable saw a need for physicians to be trained anci experienced in " 
employment-related health evaluations. It was also considered as desir- 
able by the Regional Directors that physicians who carry out WIN health 
evaluations should be oriented to the WIN program by WIN personnel; and 
one respondent suggested a joint orientation program with VR. Whether 
health evaluatioh of AFDC recipients with health problems, should be con- 
ducted when they are initially seen at IM (IM - Intake), or at WIN regis- 
tration produced basically two groups of answers, such that four out of 
tfie eight WIN Regional Directors who were asked thi^s question preferred 
the health evaluations to be done at IM-Intake, and the four others con- 
sidered that these evaluations should be available both at IM and at the 
time of WIN registration, lest client health pr^oblems might otherwise be 
missed.^ No intent was voiced that two health evaluations should be car- 
ried* out, but rather that a client who presented with 'a health problem 
at the time of WIN registration, and hot earlier, could then be evaluated 
at that point. The .location of physicians in relation to DSS or employ- 
ment service or outside the agency's system was viewed differently by 
different respondents* Priority was, however, voiced for a system that 
would be convenient to clients; ^nd one respondent suggested that in some 
areas, a mobile health unit might be desirable. WIN Directors did see a" 
need for/ollow-up by the physicians who had carried out the initial 
health evaluation of WIN clients^ 

Eight out of the nine respondents favored the provision of a. health 
counselor or health educator as a component of ^the WIN program, assuming 
that the Federal WIN program would provide the salary. Those who quali- 
fiied their answers questioned whether the caseload would justify this 
appointment. With respect to locatjion of the health counselor, four 
•favored location in Income Maintenance in the Welfare agency, three es- 
sentially favored collocation within W.IN/SAU. 'Guidelines on £he job 
level af the health counselor were supplied by four WI,fil Regional Directors 
of whom tKree favored a health counselor/health. educator to be placed at 
the same 3.taff level as tha employment counselor, and one favored a, higher 
level of appointment. Enthusiasm was voiced in response to the question 
as to whether'WXN Directors w6uld be willing to have a health Service ^ 
model -as- a demonstration project in their Regions. In addition to actual 
responses to tha questionnaire, the WIN Regionail Directors were outgoing 
in their suggestions pertainfng ttf the development of a heai;^th service 
in the WIN'system. Verbatim, quotations from their ^comments are appended 
' under specific headings whjch pertaip to .t^e development af the demonstra- 
tion model. (Responses of WIN- Directors appear in the App'endix.) 
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* D> Questionnaire to HIN State and Regional Directors 

The respondents vhose questionnaire answers are tallied in Table 19 
were from Ehode Island, Connecticut, Massachusetts^, New Hampshire, Ver- 
mont, Majne, Pennsylvania, Indiana, Wyoming, Utah, North and Sou-to Dakota, 
Montana, Colorado, Wisconsin, (h±o Washington, Nevada and California. 
Six local replies from California were collated and tallied as a single 
response. Four unmarked, "anonymous" replies were also included. 

I 

Table 19* Responses to questionnaire items regarding lOT policy and 
practices' (22 respondents).. Questions renurnbered. 



4. «-( 



1. If cjients-j- deemed incapacitated by Bl, Bxe rejected by VE, what ' 
happens to thein? 

■ No. "Yes" 
Responses jo "Yes"' 

a) They are registered by 3 13.6 

b ) They are not registered by '^TIN 

becauiJe they are considered to 
be medically exempt I6 72.7 

c) They are registered by WIN and placed 

' in the. recipient pool k l8.2 

d) Other policy mentioned . 2 9.I 

2. If after WIN registration and the appraisal iaterview, a client 
referred by IM as "mandatory" is considered to be exempt due to 
health problems, hov is medical determination of health complaints 
obtained (One or'^more answers may be checked): 

* . . "No, "Yes" 

Responses ^. "Yes" 

. a) hy t^he client's o\m family physician 17 ^ '77.3 

b) by a physician appointed* by \nN program 2 9.I 

e) by a physician, chosen by the registrant 

from* an approved list 6 27.3 

d)^by anjr physician of the registrant |'s choice 19 BS-.k . 

.> e) by* a certified psychblogist " 11 50.0 » 

• f)*by a U.S. Public Health Service M.D. " 3 . • 13.6 

g) other specified 2* ' ^9.1 

3. If a VOT registrant is detemfisned to have liealth problems and it is 
ascertained* by tlje examining M.D. that treatment of these woxxld not 
interfere with employment or training, would you consider: 

. ^ , No. "Yes" 

^ . > ' Responses % "Yes" 

a) that employment training should be 

• conctirxent with treatment " 11 50,0 

b) that treatment should be completed ' , 

befote- employment or training 9 1^0.9 
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What priority for employment would you give to a WIN registrant who 
had a poor work history due to medical problems? 

« 

No. 

ResT3ondents ^ 



High priority 0 0 

Treat like anyone else o 27«3 

Low priority 3£ 72.7 

• • 

5. Do you have a health counselor in SAU or ^OTI/DOL units? 

No. "No" i No. "Yes" j 

22 100 0 0 

Table 19a. Responses to questionnaire items regarding evaluation of pre- 
sent WIN policy and recommendations . Questions renumbered, 
22 respondents. * 

1. Do you think that the^resent methods used by IM to determijae medical 

• exemption from WIN registration are satisfactory? / 

No. "Yes" 

Responses ^ "Yes" 

a) in determ±aation of incapacity 10 1+5-5 

b) in determination of illness 

(temporary exemption) * H 50.0 

2. Can medical verification of health problems of registrants usually 
be obtained within 30 days? 

No. "Yes" 
■ ^Responses " ' " ^'^"Yes"^ 

10. ' 1+5.5 

3. Do you think the present WIN method(s) of medical verification 
are satisfactory? 

No. "Yes" . 
Responses ^ "Yea^' 

; ■ ' ^ 12 51^.5 

I^. Do y6u think that the health determination by IM and WIN could be 
combined? - - ^ ^ ^ 

A 

• No. 'lYes'' 

Responses ' % "Yes" 

12 5»f.5 
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5» If a standardized health evaluation procedure were developed, which 
of the following systems woxild he preferable in yo\ir area? Indicate 
your first and second preference* 

Mean No, 1st 

Rank Pref . j 1st. j 2nd. 

Colocation of a health unit . 

withSAU' 3.25 2 9.1 - l8.2 

Contractural arrangements with 

I'ocal ffiuaily practice 

clinic 2.U2 5 22.7 36 A 

Appointment of approved * 
physicians in the area 
to carry out health 
evaluations of regis- 
trants or applicants 2*10 11 50.0 18.2 
Contractural arrangement irith 
the U.S. Public Health 

Service unit ' 3.5^ 1 ^.5 0.0 

6. Do you consider that job related health services should be provided 

by SAU? 90.9/3 *'Yes" (20/22 respondents). / 

If yes, which of the following services should be provided: 

No. "Yes" i of Total 
Responses Sample 

Medical referrals 19 86. k 

Psychological cotinseling * 11 50. 0 

Health education ik 63.6 

Other specified h l8.2 



Table 19b. Perceived relative Importance of SiffefehTliije^^ 

problems. ("V?hich of the following health problems detract 
most frcm employment of VOT registrants in your Region.? In- 
dicate the most and the least frequent; n'umb;ar from 1-6 
according to frequency.") 





. MeELtx 


No. Rank- 






Type of Problem 


Rank^ 


. ing First 


i 1st. 


i 2nd. 


Einotional 


3.22 


k 


18.2 


18.2 


Alcoholism 


U.U5 


0 


0.0 


. U.5 


Back/leg problems preclud- 


2.UI 




lfO.9 




ing .standing or lifting 


9 


18.2 


Obesity 


I1.07 


2 


9.1 


18,2 


Chronic or recurrent physical 










disease 


3.60 


k 


18.2 


9.1 


Multiple health complaints — 


3.26 








no physical disease 


3 


13.6 


31.8 
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^Kendall's coefficient of concordance W « ,146, p < .05. This corresponds 
to an average Spearman rank correlation between any two given ;pespondents 
of .105. This statistic refers to a significant agreement betvfeen respon- 
dents, not to the accuracy of the rankings per se. 
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E. Health Educator Questionnaire, 

In order to obtain information on professional programs for 
health educators appropriate to the training needs of the proposed, 
health professional in the WIN deinonstration model (health educator/ 
counselor), we sent questionnaires to 43 schools including schools 
of public health and allied health sciences. Of those questionnaires, 
2? were completed and returned. 

Analysis of these questionnaires indicates that schools may 
offer degree programs at the Bachelor'?,. Master's, or Ph.'D. Teyelj, 
but that most schools (27 out of 29) had a Master's degree program. 
Previous work experience was reconmended or required by 11 ofj these 
schools. Students are preparjed for careers in health administration, 
hospital administration^ publk health social work, maternal and* ; 
child health,., public health education (23 out of 29), public: nealth, 
nutrition, community mental health, environmental health sciences, \ 
biostatistics, comprehensive health planning, eoidemiology and 
biomedical laboratory sciences. \ 

Salary scales of graduates vary with the level of the;.deqree 
program. For students obtaining the Master's degree (M*S./M.A./M.P.H. ) , 
entry level salary scales range from $1.0,000 to more than $16,000 
with more respondents suggesting that salary scales for Masterj's 
degree applicants, on entry into employment, fall into the middle to 
upper part of this range, e.g. 12 out of 29 respondents indicated 
entry-level salary for a student who had obtained the M.R.H. as 
between $12,000 and $16,000. 

Field work was cited as part of the program by 18 oiit of jthe 29 ^ 
schools, and 13 indicated that their program included spe;cific course 
and/or field work which would prepare students to work' with wellfare 
^d-tentsr ^" - - • ' ,1 
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IV. THE DEMONSTRATION MODEL 



A> Overview 

When seeking to design a health service to be incorporated into 
the WIN system, we are cognizant of constraints as well as challenges 
^to be met. The desirable ideal is that WIN clients should have no health 
^need.s at the time of regul.ar WIN registration^ If residual health prob- 
lems exist at the time of registration, then these should be minimal 
and shou^ld not* prevent or limit employment of clients in those occupa- 
tlbns for which openings are available. Our experience has shown us 
tHat many clients do not fit this description of the ideal WIN client. 
Uhile dne accepted goal of the demonstration model .system is to pre-^^ 
pai\e prospective WIN registrants for entry, into competitive employment, 
another goal which -should have priority is. to rehabilitate more highly 
disabled persons to an intermediate stage of special placement jobs, 
that they would.. then be able at a subsequent date to becprpe VJIN regis- 
trants under the regular system and could enter competitive jobs. The 
model has been developed as a consequence of research during the past 
three years and after discussion of an earlier demonstration model 
proposal with WIN Directors and key persons in health care delivery 
systems. 

It is proposed that the denwnstration model be a pilot .to be tested 
in operating situations, but successful operation of the demonstration 
model assumes better assurance of employment either in special placement 
or in competitive jobs whe^n health problems have been addressed 'than 
has been true in the past. In ather words, if one of the'measures of 
successful outcome of rehabilitation is the number of job placements, 
then the WIN system must make provision forepersons. who have achieved 
fitness for work and this requires emphasis* on job development and job 
placement. In addition to job training and placement, alternate methods 
of n^asuring successful outcomes include decrease in size of welfare 
grants, better disposition of clients with respect to VR and/SSI 
referral, duration of employment after placement and decrease jn 
expenditures under Title XIX. It is further suggested that successful 
outcomfi be measured in terms of the number of persons moving from 
unemployment to special placement and from special placement ^o regular 
WIN registration^ 

B.y Target population 

Under the model, health assessment would be required of all new 
cases referred to WIN from Income Maintenance as having eligibility 
for WIN registration if these persons: 

U show obvious. evidence of mental or physical health .problem(s) 
e.g. qbesaty ^ 

2. show signs of alcohol or drug abuse 

3. have a recent history of mental or physical illness 

4. state that health restricts work 

5. state that they are currently in diagnosis oc under treatment 
i other than temporary illness 
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6. lost most recent job for health reason 

7. are suspected of hypochondriasis by IM Intake worker and/or 

8. are multi-problem cases with history/current health and 

social problems. 

Mew cases would receive priority for health assessment, but health 
assessment would also be undertaken for WIN volunteers and also for 
persons in the unassigned recipient pool if they complained of health 
pifHibiems, had lost their most recent employment for health reasons, or 
fall' into other problem health categories listed above. In recommending 
that WIN volunteers be included in the target population, we particu- 
larly consider the desirability of' including mothers or otl^er caretakers 
with a. child under the age of 6 and mothers or other female caretakers 
of children when the nonexempt father or other nonexempt adult male 
relative in the home. is registered and has not refused to participate 
in the program or to accept employment without good cause. 

Data from our recent field study has shown that womeri in younger 
age groups even though they may have young children are a target group 
•which c^n be successful in training and employment. This .group makes > 
up "a la'rge proportion of those who are -currently WIN volunteers. 
Although the percentage of WIN volunteers was 20.8 percent nationailly 
as of September, 1977, the percentages vary by state and region and 'in 
some statesi range from a third to about a half of the total WIN regis- 
trants. As one regional director stated as their reason for volunteering, 
"They want to work. Weltare is not their ultimate aim in life. They 
have aspirations Tike anyone else and so they. try to maximize what 
opportunities are given. So there is incentive within the AFDC popula- 
tion." 

If family health problems are cited by WIN registrants as barriers 
to employment or rehabilitation, then the sick or handicapped persons 
within the family would be screened with respect to their health and 
referred to appropriate health care agencies for treatment. 

C. Modes of delivery and staffing .patterns 

The demonstration model shoulu include two components including 
health assessment and health services. The preferred point of intake 
would be WIN/SAU in the initial demonstration model system though in 
circumstances where IM and WIN/SAU are collocated, health screening 
might be developed at the po^.nt of initial contact of the client with 
the Income Maintenance (IM) unit. ' 

In the preferred means of health care delivery within the WIN 
system, freedom of choice of the client with respect to their choice 
of physician to undertake health assessment would be maintained insofar 
that each client requiring health assessment would first be given an 
opportunity to obtain the necessary assessment from their own HD, If 
the client failed to obtain the necessary health assessment, supported 
by^ a report within 30 days, then an MD or medicalnurse practitioner 
assigned by WIN to carry out such health assessment would be provided. 



He 



-92- 



In either case, the cost of the health assessment would be accepted by 
WIN. All physicians or nurse practitioners who would carry out health 
assessments for WIN clients, would be expected to complete forms docu- 
menting health problems found and whether these be or a physical or 
mental health nature. In additjion, the physician or nurse practitioner 
would be asked tQ complete questionnaires with respect to health reasons 
which might limit the client's eirployability or success in job training. 
' The medical report and' completed questionnaire together would then 
provide WIN with an objective measure of the client's total health status 
and standing with respect to employment. If a client failed to obtain 
a health determination (either an assessment f^om their .own MD'or from 
the WIN HD or nurse practitioner), then they would be sanctioned. It 
is suggested, however ^ that if they obtained a health assessment from 
-any of these sources and a health problem be documented, then as a 
reward," they might obtain special placement. 

^It is our intent that a health counsel or/ educator be the key health 
pe»^h ih'the newly developed WIN health system. Following the return 
of the health assessment report of clients to WIN, client case reviews 
will be held with the WIN employment counselor, WIN/SAU social worker 
and the health counselor being present. At that time decisions with 
respect to client disposition would be made.. Clients having no health 
problems found during health assessment would be referred for regular 
WIN registration. Those having severe permanent health handicaps would 
be referred'to VR or SSI. Those found to have remediable health problems > 
or health problems which might benefit fron/treatment would be-made 
temporarily or permanently exempt from regular WIN registration and 
placed in the special programs' category. The special programs' category 
of WIN would also receive VR rejects. 

When a new client or a client from the unassigned recipient pool 
would be put into the special programs' category, then they would be 
eligible for health services and for special employment placement (WIN). 
Special employment placements would be concurrent with health inter- 
vention if this were considered desirable. 

Health services would include health counselling and education 
and/or medical referral and/or referral to health support services 
such as weight reduction programs, alcoholism programs, or drug abuse 
programs. Whenever payment for health services were required, this 
would be covered by Title XIX since clients with one or more diagnosed 
health problems are eligible for assistance. When special health 
services were required through the provision of .prostheses or special 
surgery, prior approval of Title XIX personnel would be obtained. 

Special employment placement would be mainly inpjblic service 
employment but might be in the private sector. Such <OTployment would' 
be related to health factors, to job skills and to personal factors. 

When health problems that are related to employabnity are 
resolved, the client would then be expected to become a regular WIN 
registrant. Only those clients who. were found to have .major problems 
precluding early placement would be referred to the unassigned 'pient 
pool . 
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Two options are being considered with respect to the staffing of 
tlie WIN health service. In the first option which we have considered, 
the key person would be a health evaluator who could both undertake 
health assessment and provide health services such as health counselling, 
health education and play an advocate role in medical referral. In 
the event ^that the WIN program chosen for the demonstration model were 
of moderate size, the health evaluator could be the sole health person 
and it is thought desirable that this person should be able to fulfill 
the several roles described above. However, an indepth examination 
of training programs for health counselors and educators suggests that 
these persons .seldom have the training or expertise as nurse practi- 
tioners so that they would be unable to carry out health assessment. 
' The second option offering several practical advantages i£ that the 
health evatuator, who might be an MD or a medical nurse practitioner, 
would be additional to a health counselor/educator. The health e\/aluator 
(MD or nurse practitioner), who would be responsible for the initial 
health assessments as well as defined follow-up, would be located out- 
side the WIN unit in a local primary health care clinic though collocation 
in the same building cannot be excluded if thesf-e is a pre-existent health 
care unit in the building where WIN/SAU is situated. The health counselor/ 
educator would be located within the WIN facility.. In establishing one 
or more demonstration models, the necessity of comparing the neiv system 
as described above with the classical model is upheld. The flow 
diagram describing the' operation of the demonstration model follows 
the section entitled "Process". 

D, Staff training and tasks 

1) Training and tasks of health personnel 

a) Health educator/health counselor . > 

This person must have had formal training to the master's degree 
level in health counselling and health education emphasizing strategies^ 
to promote voluntary behaviorable change in health attitudes within 
the target group. Experience in working with community health agencies 
and a knowledge of the total health care delivery system would be 
essential. 

Responsibilities of the health counselor/educator would include 
administration and program development with iinplementation. It is 
projected that 15 percent of the person's time would ba spent om 
administration and 85 percent of the person's time on prog»ari respon- 
sibilities. Administration would include record keeping and program 
evaluation. " The programatic aspects of the health educator/coUnselor 
responsibilities would include client health screening and referrals 
for health evaluation, health intervention, referral to area health 
support services and follow-ut>. In addition, duties would include 
the training of the local WIN staff to acquaint. them with the aims and 
process of the client's health screening and intervention. Liaison 
between WIN and health agencies would be initiated ana: maintained by 
the health counselor. 
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b) Physician/medical nurse practitioner . 

It is necessary that the health evaluation be performed by a 
physician or nurse practitioner who has the necessary training and 
expertise. While we use the term physician and nurse practitioner 
interchangeably, it is our recommendation that nurse practitioners be 
considered as the primary source for standardized health evaluations. 
This recommendation is supported by information from health professiohals 
as welL'Ss^by Information from WIN directors, familiar not only with 
WIN butsWitt] VR physical examinations. The training of nurse practi- 
tioners presently develops expertise in working to protocol and 
therefore they are more likely than a physician to follow a standardized 
health evaluation procedure. If the nurse practitioner were assigned 
to carry out health evaluations on^WIN clients, then it is assumed 
that this health professional would be responsible to an HD in a health 
care unit. In any case, diagnostic responsibility would rest with 
the MD. 

Family practice training programs for physicians and also 
training programs for nurse practitioners are now widely available 
.and it is proposed that physicians and/or nurse practitioners who 
have completed training and have gained specific expertise in the 
evaluation of work-related health disabilities could conduct stan- 
dardized health evaluations of clients for the WIN program. Training 
of physicians and nurse practitioners who could function effectively 
in the health evaluation of clients within the system, would require 
the establishment of a training module which could either be an integral 
part of their medical education or could be as a practicum in continuing 
medical education for persons already out of school. Training 
requirements for physicians and nurse practitioners who operate in 
the WIN (or other Manpov/er prograths) with respect to h^jth evaluations 
-mus^^-inelude-the following components'-^ ; 

"l. Instructio>ial seminars on the requirements of specific 

occupations, with such seminars supplemented by site visits* 
to places of work including factories in order to learn about 
tasks which have to be performed by operatives or other workers; 
2. Instruction in the objective evaluation of work disabilities 

including observational or practical experience in an industrial 
health setting; 

3e Counselling skills on job-related health problems obtained from 
use of audio«visual materials including movies, slides and 
tapes; 

4. Field trips to alcohol and drug abuse units and rehabilitation 

centers; 

5. Instruction given by counselors and/or administrators from the 

WIN program on aims, procedures and interagency liaison; 

6. Training with regard to eligibility criteria for WIN, VR, SSI 

and CETA; and, • . . 

v7. Instruction in the use of objective measures to prdvide uniformity 
in health evaluations and in faithful reporting of findings 
with respect to heajth problems and disabilities^ with specific 
reference to job limitations. 
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The focus of health evaluations by the nurse practitioner or 
physician would be to determine work-related health problems so as to 
"meet the needs of the WIN system. 

E. Location of staff and administrative pattern 

In discussions with WIN staff and Department of Social Services 
and State Employment Service personnel, a number voiced their opinion 
that it would be convenient and timesaving to have the examining physician 
or nurse practitioner collocated with either WIN/SAU or WIN/DOL. However, 
discussion ^ith health personnel, who were familiar with such health 
•evaluation procedures, as well as with others of the WIN staffs, produced 
another point of view. Their opinions were that such locations, though 
convenient for clients who could be referred "right down the hall", 
would be time-consuming for health professionals and might in the long 
run lead to second rate medicine because such work "might npt attract 
the best physi/Cians or nurse practitioners. It is our recommendation 
that unless a health unit already exists in the same building as WIN/SAU, 
that the trained nurse practitioner or physician be located In free- 
standing ambulatory primary care units 'or in.-such units attached to 
hospitals or publ^i^c health depa>^' ^nts^. Such ambul.atorjt-primary care 
units are widespread throughout the United S,tates. We highly recommend 
that the clinics (primary ambulatory care linlts) which are selected 
for standardized health evaluat1ons.be located in the same locale as 
the predominant number of. prospective clients, thus obviating problems 
relating to client transportation and keeping of appointments. 

A contractual arrangement between WIN (WIN/SAU) and the primary 
health care unit would be established, wherein persons in the target 
groups and on AFDC who report health or disability problems would have 
-Lcomppehensive and standardized health evaluation carried out by the 
trained nurse practitioner or physician. The cost of the standardized 
hea^lth evaluation whether carried out by the client's own physician or 
by the health provider under contract as described above would be 
accepted by WIN. 

The health counselor/health educator would be located at WIN/SAU 
and would be administratively responsible to the WIN Director. Since 
we project that there would be a need for the health counselor/ educator 
to provide consultant services to IMU with respect to the health of 
applicants for AFDC assistance, it is considered desirable that the 
health counselor/educator should apportion her/his working time so 
that s'he/he could be available for a limited amount of time in the IM 
unit. 

Current WIN regulations require that the IM staff determine which 
applicants for AFDC assistance payments are required to register with 
the WIN sponsor as a condition for eligibility for AFDC. All of the 
regional WIN directors who were surveyed by us stated that health evalu- 
ations should be done at the Income Maintenance level with half indicat- 
ing there was also the necessity in some cases for such evaluations at 
the WIN/SAU level. Our Initial preferred. choice for the location of 
the health educator/ counsel or was at both the IM and the WIN/SAU levels. 
While this choice was supported by most of the data that we obtained. 
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a regional Federal representative for WIN/HEW indicated strongly that 
whereas he thought this had'considerable potential, it v/as necessary 
first to discover whether the demonstration model could be completely 
within the WIN system. We have been guided by his advice in our recom- 
mendation that the health counselor/educator should be administratively 
responsible to WIN/SAU. 

F. Process * 

ly Initial health screening 

At the point of entry or re-evaluation for public assistance, th^ 
overall target population defined in the section, "target population", 
would be asked to complete a form with respect to their current health 
situation including complaints, presenting health problems, perceived 
limitation on capacity for work and health reasons for loss of employ- 
ment of the most recent joh These screening forms would be administered 
by the intake workers%trained by the health counsel or/ educator in the 
use and the interpretation of these forms. Persons in the target popula- 
tion who will be referred to WIN/SAU, except for WIN volunteers, must 
m^et eligibility criteria for WIN registration. All persons within the 
target population documenting health problems on these screening forms 
would be referred by the health counselor/ educator for a health evalu- 
ation either by their own physician or by the assigned nurse practitioner/ 
physician selected to carry out such examinations for WIN. The health 
counselor/ educator would, be available to the IH intake worker for as- 
sistance in evaluation of the appropriateness of the referral. 

2) Health evaluation 

Clients within the target population requiring health evaluation shall 
either be referred tp their own physician (physician of their choice) or 
shall be referred to the assigned nurse practitioner/physician. The health 
evaluation will consist of a medical history, .physical examination, mental 
health screening (including Beta score and MMPI hypochondriasis score). 
The M.D. or nurse, practitioner either of the client's choice or assigned 
shall then complete forms documenting the presence or absence of one or 
more specific health problems, work-related health disabilities and pro- 
posed client disposition. If the N.P. or M.D. find abnormalities on 
physical or mental examination which .'^equire workup or further tests to 
determine a diagnosis, referral may bo mi^de for diagnostic purposes and 
completion of the health evaluation. It is proposed that the reporting 
form be a problem-oriented medical record, which would be pretested and codes 
developed for precoding of the final forms.(31)It is assumed that a copy 
of these records will be made available to the health counselor/educator 
following the written consent of individual clients. Such medical records 
will be kept by the health counselor in confidential fjles* The full 
medical record will not be made available to other agency personnel; 
however, copies .of the- face sheet may be detached and discussed in subse- 
quent case conferences. 

*The Model WIN Health Component diagram and client record forms appear at 
the end of this section. 
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3) Case conference 

A case conference shall follow the health evaluation attended by the 
health counselor/ educator as well as the employment counselor and the 
UIN/SAU socialworker. It is further desirable that, whenever possible, 
the nurse practitioner or assigned physician should be present at these 
case reviews. This client conference is for the purpose of decision making^ 
on client disposition. Clients having no health problems found during 
health assessment would be referred for regular WIN registration. Those 
having severe, permanent health handicaps would be referred to VR or' to 
SSI. Those found to have remediable health problems or health problems 
which might benefit from treatment would be made temporarily or perman- 
ently exempt from regular WIN^ registration and placed in the special 
programs category. The special programs category of WIN would also re- 
ceive VR rejects. It is recommended that a VR and SSI representative be 
pre. ,t at the case conference for those having severe, permanent' heal th 
handicaps. In the event that persons in the target population have es- 
caped IM health screening and are currently under the care of a physician 
or surgeon, supportive evidence must be presented at ;these c^sti reviews 
to indicate when recovery will allow regular WIN registration. 

4) Special programs 

As indicated above, when a new client or client from the unassigned 
recipient pool is placed in the special programs category, they v/ould be 
eligible for health services a/»d for special emp'^oynient placement (WIN). 
Special employment placement ..ould bevconcUrrent with health intervention 
if this is considered desirable. Those persons placed in the special pro- 
grams category would be deferred from regular WIN registration. 

5) Health intervention 

In all cases, the clients shall be fulfy acquainted orally and in 
writing by .the health counsel or/ educator with the salient feature^ of 
their health evaluation and decisions with respect to their jiiwedlate WIN 
registration or their proposed placement in the special programs category. 
Medical and dental services will be obtained for clients by the health 
counselor/educator as indicated for diagnostic purposes and in the pro- 
posed intervention plan. Further, as required, the health counselor/edu- 
cator will act as advocate for the client in obtaining health' support 
services, such as entry into weight control programs, attendance at speech/ 
hearing clinics, and/or referral to area nutrition support services. 

. Rehabilitation services to be provided directly by the health counselor 
shall include health education ar-* r^Lr^seling. Key areas of the health educa 
tion program are those which neea auo^,,:: ' '-^ o'^rf*^^ to fit the client for 
employment. These are identified as follows: 

1. hygiene 

2. eating and drinking practices 

3. smoking 

4. use of medical ^nd dental services 
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5. compliance with prescribed (nedical therapy , ' . 

6. drug usage - ' ' 

7. exercise 

6. self -induced" illness 
9. preventive health care 

10. health maintenance in the job/job training environment. 

Whenever local health and nutrition suppoirt services are available 
and client need and eligibility for such services has been ascertained, 
the health counselor* shall niakp appropriate referrals, and assist clients . 
to utilize such services. .Local support services ,which will be used as 
resource units for refenral^f clients by the health counselor include: 

1. alcoholism and drug abuse units 

2,. EFNEP {USDA Cdoperative Extension Expanded Food and Nutrition 
1 • Education Project)' 
' • 3. WIC ' 

4'; family planning clinics - 
5. community weight -control programs 
. 6. speech/hearing clinics - 

7. mental health clinics « . * 

• • • 

The health counselor would make meflical/surgical and dental appoint- 
' ments for clients to effect prompt treatment of health problems whi^h have 

been defined as work limitations at the time df health evaluation. Prior 

approval for such appointments should be d'btalned from the Misdicaid office. 

It fs assumed that the cost of services would be accepted under Title . XIX. 

*f ^ • * • 

'^e) Client follow-up 

The health counselor would maintain contact with clients during the . 
period of health rehabilitation recording progress, when l^alth problems 
become inactive, time of special employment placement, compliance or 
otherwise with'rfiedical and dental appointments, and need for follow-up by 
the assigned nurse practitioner or physician. The health counselor would 
also keep records of the client's, household or work-related problCTs as 
these iiiay enter into the decision making process with respect to clien-t 
. disposition. Timing of placement of the client in spe^clal employment 
placement should be the joint decision of the WIN coQnselors and the 
heaHih counselor. When health problems affecting employabil ity have been 
r'elolved; then the client should be returned to WIN/SAU for regular WIN 
registration. 

G. Implementation of the demonstration model 

1) Plroposed location ' 

It is proposed that the demonstration model be: tested in HEW Region 
^ IX,,g.?ven that Federal, State and County approval is obtained. In Region 
*IX, 2 counties will be selected, each having^ 2 or 3 WIN units. From 
discussion with WIN administrators, other possible locations for the 
demons tra'ti on model would be Region VIII or Region Vi. ^ One advantage of 
Region iV would be the opportunity to study tKe impact of the proposed 
model oh WIN volunteers because of the filgh proportion of such in this 
region.' / 
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iiOliSEIiaO HEALTH HISTORY (HEALTH PROBLEMS) 



AGE 



REQUIRES 

PHYSICAL KENTAL/PSYCH SUPERVISION 



SPUUSE 
OIILDRLN 

OTHER HDUSL'HOLO MEMBERS 



REV IEW OF SYSTEMS (OTHER THAN RELATED TO FIRST COMPLAINT) PNDICATE 0 or ✓ ) 
HE^^CHES _ HEAD , INJURY 

VISION LOSS N^PiopiA _PAIH _BEDNEss _jajujamA 

HEARING LOSS __EARACHE' _DISCHARS£ ^TINNITUS "_VERTIGO 

OBSTRUCTION ^DISCHARGE _SNE£2ING ^HAY FEVER _HOSE .lEEOS 
"SINUSITIS 



WHS 
EYES: 
EARS: 
NOSE: 



HOUTH: 



SORE TONGUE . DENTAL CARIES GLEEDU^ GUMS 



SORE MOUTH 
SORE THROATS" 

HOARSENESS _pYSPIiA6IA _J50ITER ^LUMPS <W MOI^S _PAIN 

WHEEZING COUGH SPUTUM ^JEMOPTYSIS BRONCHITIS 
n>HEUHONIA "iPLEURlSF _ASTHW _TB _L^ CHEST XRAY7_, 

HEARTt "shortness OF BREATH ^(»TH6p«Ia PAR, M3C. DYSPNEA CHEST PAIN 

~p/Ilpitations eoeka. rheumaticTever ikart murwM 

"HIGH blood PRESaiRE ^HCART AHACK 

_{F) LUMPS IN BREAST _DiSCKARGE FROM HIPPLES 

ANOREXIA \ NAUSEA VOMITING CONSTIPATI(»{ DIARRll^ 
_PAIN _eLnblNG _3JEU«DICE JCCER _6ALL BLTOOER DISEASE 

FREQUENCY POLYURIA . MOCTl«IA DYSIWIA imTURTA 
~ OIFFICULTFSTARTING (STSTOPPINQ UKTHARY STRESR INCONTINENCE 
"TifflNAR:fJRACT*'lNFECTIONS _STOHES HERNIAS _SYFHIL1S OR 
"GONORRHEA SWIGERY 



NECK: 

ims; 



BREASTS: 
GI: 



GU: 



FEMALE »^NSES: FREQCOCY 

AMOUNT OF ?m PA 

VAGINJOrSCHARGE 



DURATION ' 

iNTEtMEhStRllAL BLEEDING 
'TTTHING 



^NOPAUSE: 



SURGERY NATURAL CAUSES 



OBSTETRICAL: HO. OF PREGNANCIES MO. OF OaiVERIES 

•NO. OF LIVING CHILDREN OBSTETRTOU. OmiCATIONS 

MALE: SCROTAL MASS EDEMA TENDERNESS EPIDIDYMUS 
PENILriESION OiSCfPteGE lURGERY ~ 



MUSCULO- 

SKaETAL: PAIN STIFFNESS 
_SiFri«ITl5" 

NEURO- 
LOGICAL: _SEI2URES FAINTS 
SENSATION TUMBNESS 



SWELLING OF JOINTS BACK PAIN 



TREMOR LOSS OF 



SKIN: 



((ASHES MODULES 
"loss OF hJiIR 



WEAKNESS OR PARALYSIS 
_TINGLIHG 

SORES CHANGE OF TEXTORE OR COLOR 



PERIPtlERAL' 

VASCULAR: ^VARICOSE VEINS _PHEBITIS PERIPHERAL PULSES (FEET) R_ 
BLOOD: _ANEMIA _BLEEOIHG TENftfHCIES ^TRANSFUSIONS 
ENDOCRINE: 



DIABETES OR ITS SYMPTOMS 
RF(rENT UEIGJfT CHANGE: .GAIN 



THYROID TROimLE OR SYMPTOMS 
"LOSS 



o 
o 
r 



I M PL OYHEHT - K iJL AlAH P B «» B I i H-U R I E N T E D « E C A j. R E C 0. R t) 



o 

3" 
Of 
-3 



ro 



PHYSICAL EXAHINATIOH ; 
ICICHT' WEIGHT 



ID 



AGE 



ADDRESS 



1. 



2. 
3. 
4. 



7. 
8. 



9. 
10. 
II. 



PllSL 



RESP: 



TRICEPS SKIKFOIO^ 
TEWP 



SKIN 



acne, (b) denwtitis (c) icterus (d) Impetigo (e) other rash 
scars (g) hall changes (U) rosacea (1) discoloration: browi, 
yelloK (J) needle ti*acks (k) Insect b!tes (1) dirty (») varicose 
veins: present* absent 



SCALP: (a)^ noncal (b) tenderness (c) alopecia (d) Infestation 

lYHPH NODES: (a>.present (b) absent (c) location 

EARS: (pinna, external canal » tyiopanic metsbrane) 



(c) 



(a) nonaal (b) discharge 
nonaal (b) tenderness (c) obstruction 



NOSE: . (septum, sinus) (a) 
(d) discharge (e) 

THROAT & HOUTH: (Hps, tonsils, buccal mucosa, tongue, pharynx, teeth, 
guas) (a)inormar (b) abnormal 

HECK: (thyroid, tracjiea) (a) rwrtnal (b) mass (c) other 

CHEST S LUNGS: Inspection: (a) nonaal (b) abnormal 
Auscultation: (a) normal (b) abnormal 

Breast: discharge froui nipples 

Hass R L 

HEART; Auscultations (a) nonnal (b) abnormal 

SPIHEr (a) norroal (b) lordosis (c) kyphosis (d) scolioses- 

ABOOKEH: (liver, spleen, kidneys, stomach, appendix, intestines) 

Inspection: (a) flat (b) distended (c) scaphoid (d) s^;ars 

i c) other: 
Palpation: (a) normal 



.12. GENITALIA: Kale: 
female: 

13. MUSCULOSKELETAL: 
HECK: 

SPINE: 

SHOULDER; 

ELBOW: 
WRIST: 



a; nonaal (b) rtdid (c) tender (d) Riass (eTreEnunH 
f) fluid wave (g) hernia (h) liver enlargement 

a) normal (b) scrotal mass (c) edema (d) tenderness 
e) cpididymus (f) penile ^lesion (g) discharge 
h) evidence of surgery (1) other: _ / _ 
a) normal (b) edcsa (c) tenderness (d) discFarqe 
e) pelvic exaai (f) otiier: 



TELEfliOHE-HO. 



MARITAL STATUS 

\ 



MEDICAID 



iiAHD: 



HIP: 



KNEE:- 



ANKLE: 
FEET: 



(a) normal (b) limited in flexion, (c) limited in exten- 
sion (d) llmitedoln rotation (e) pain in flexion 
(f) pain In extension \(g) palnjn roUtlon 

(a) nonul Jb) llnitedHn flexion (c) Hmitcd in 
extension (d) lissUed In rotation (e) pain in 
flexion (f)'pain in extension (g) pain In rotation 

Range of motion: (a) noma 1 (b) limited in flexion or 
extension (c) lifted in^flexion and extension 
(d) less than 90^\ (e) crepitation (f) pain uith 
motion (g) sur92ry » . 

(a) nonoal (b) Halted range of rotion (c) pain 

(c) splay (d) flat (pes 



(a) pes cavus (b) normal 
planus) (e) pronated 

14, PROSTHESIS: «0_ YES (specify)^. 



(a) normal (b) pain In range of motor (c) limited 
rotation (d) limited flexion (e) limited extension 
(f) deformity 

(a) normal (b) excess lordosis (c) kyphosis (d) scoMo* 
sis (c) limited notion (f) pain with notion (g) deirpased 
rcfiexes (h) sensory change (1) increased weakness 
(J) f Leseque's 

(a) normal (b) limited range of motion (c) pain' through- 
out range of notlop (d) pain and limited range of notion 
(e) atrophy 

(a) normal (b) limited (c) pain with siotion 

(a) nomtal (b) limited range of 9X)t1on 
motion 



LABORATORY EXAHIHATIOH 
CBC 

PAP SHEAR 

STOOL 

t^IHALYSIS 

SGOT 

SGPT 

SEROLOGICAL TEST FOR SYPHILIS 

TB SKIN TEST 

OTHER - AB^RKAL VALUES 

ANCILL ARY DIAGNOSTIC TESTS 
CHEST RADIOGRAPH 

EK6 

AUDIOMETRY , 

REFRACTION OR OTHER EYE EXAMINATION 
SICKLE CELL 
SPIROMETRY 



DONE NOT DONE 



o 
I 



(d) dplurmity 
(c) pain with 
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IIAHE 



DATE OF TELEPHONE 
ID AGE BIRTH ADDRESS NO. 



PHYSICAL PERFORMANCE TESTS 
HANDGRIP DYNAMOMETER: 



BENDING: - PALMS TO FLOOR: (a) > 10 inches fcom 

floor 



(b) < I0_inches -from 
" ' floor 

(c) Tips to .floor 



(d) Fingers to ' 

floor 

(e) Palms to 

floor 



PUSHING: 
PULLING: 
LIFTING: 



VITAL CAPACITY: 
HARVARD STEP TEST: 
FINE MOTOR ABILITY: 



SNELLEN CHART WITH GLASSES 

" WITHOUT GLASSES 

HEARING TEST 



Left Right 

Left Right 

Left Right 



MARITAL NO. 
STATUS CHILDREN 



NO. CHILDREN 
UNDER 6 YEARS 



MEDICAID 
NO. 



PSYCHOMETRIC TISTS 
(If not given, specify reason)* 

HYPOCHONdRIASIS SCORE: 

I - E SCORE: ' . 



16 PF MOTORS: A" 
B 
C 
E 



REVISED BETA IQ SCORE: 



F 


L 


G 


~ M 


H 


~ N 


I 


0 



*CANN0T COMPLETE BECAUSE OF: 
READING DIFFICULTY - A 
WRITING DIFFICULTY - B 
INEBRIATION - C 

MENTAL CONFUSION ^ D 
OTHER (STATE) ■.. 



o 
ro 



EHPLOYHENT - RELATED PROBLEM - ORIENTED MEDICAL R E C 0 R D 



NAME 



1. 
2. 

3. 
* 4. 



5. 



6. 



DATE OF TELEPHONE 
ID AGE BIRTH ADDRESS NO. 

KIND OF HEALTH PROBLEMS 
(INCLUDING ACTIVE FAfilLY ILLNESS) 

PROBLEM EFFECT ON EMPL0YA8ILITY 



MARITAL NO. NO.'CHILDREN MEDICAID 
STATUS CHILDREN UNDER 6 J^EARS - ' " NO. 

PROBLEM INTERVENTION .PLAN 



REFERRAL 

DIAGNOSTIC SUPPORT HEALTH 
PROBLEM THERAPY SERVICE COUNSELING EDUCATION- 



1. 
2. 
3. 
4. 
5. 
6. 



, • GOALS F OR EMPLOYMENT 

PROJECTED DATE OF WORK READINESS: 

1. SPECIAL EMPLOYMENT 

2. REGULAR EMPLOYMFNT 

3. JOB TRAINING 



GOALS FOR INTERVENTION 

For example ; 

1. 30 lb. weight loss in 6 mos. 

2. Provision of dentures 

3. Reduction of sick role behavior 



HEALTH RELATED WORK RESTRICTIONS: 

1 . ENVIRONMENTAL 

2. PHYSICAL 

3. PSYCHOLOGICAL 
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EMPLOYMENT - RELATED PROBLEM - ORIENTED MEDICAL RECORD 



tiAME 



, DATE OF 
ID AGE BIRTH ADDRESS 



TELEPHONE MARITAL NO. HO. CHILDREN MEDICAID 
NO. STATUS CHILDREN UNDER 6 YEARS NO. 



CLIENT PROGRESS CHART 



CHANGE IN HEALTH PROBLEM OVER TIME 



INTERVENTION 



ACTIVE (DATE) 
For example : 
3/1 -1 obesity 

2 edentulous 

3 hypochondriasis 

4/1 1 obesity 
•2 .- 

3 hypochondriasis 



INACTIVE (DATE) 



' APPOINT- . . 

TYPE MENT DATE 

For example: 

Dental DDS Jones 3/16 



CLIENT'S 

COMPLIANCE SERVICE 



attended dentures 
"fitted 



wearing dentures 
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2) Client population 

\ While In the preferred Region (IX) groups are heterogeneous, the 
',m1xture of ethnic groups Is similar for WIN units within counties^ This 
jmeans that variations of the demonstration model can be compared with 
jthe classical TOdel (present system). It is projepted that each of 3 
;units within the demonstration model system would evaluate approximately 
,500 clients per anniin; In the. total model there wo^ujd be approximately 
'2,500 clients, of whom. l,5p0 .would be in the demonstration unit system 
I and l.,000 in the classical system (no special provision In this system 
j for health evaluation, or services except as 'at present). 

Since pur study has shown that younger persons and particularly 
young women', including those wi£h yoiing children, are more likely to 
respond to, health counseling arid'^td^ become anployed soon thereafter^ 
in the demonstration model, special incentive stould be given to persons 
under 30 and female to acpept the "health package," viz. th'e ipitial 
health evaluation by the assigned health evaluator and the health ser- 
vices given by the health counselor.. We assume here that the present 
WIN measures of success will be appli^^d. 7he incentive measure which 
we would like to see used would be priority f^^'young females both in 
special placenent services and in regular WIN!, job slots. • 

3) Variations in the demonstration. model 

On the assumption that 5 WIN units would be included, we propose 
that 2 of these remain as examples of the classical -model without addition 
of health personnel (Units 2 and 4). Among the other 3 WIN units. Unit 1 
would have a health counselor/ educator and also would make a contract with 
the local family practice clinic or other health care unit to arrange for 
a nurse practitioner or nurse clinician to be assigned as health evalu- 
ator to the WIN unit* As described above, the health evaluator would be 
responsible for the health assessment of all referred clients and for . 
proposing means of intervention and client disposition with^I^ respect to 
health and work. Unit 3 would differ in staffing from Unit 1 irj that an 
M.D* would play the same role as the jiurse practitibner ip Unit l*v Jn\^ 
Unit 5, the nurse practitioner would assume roles both as a health evalu- 
ator and as a health counselor* In order for^thli^s to be made feasible 
in terms of numbers of clients and overall work load,. (s)he should be 
assisted by a community health worker (traijiing of conmunity health wol^ker 
is described in the publication Training Goninunity Health Workers (32)» 
Duties of the community health worker would include home visits, health 
education of clients under the direction of the nurse practitioner, trans- 
port, of clients to medical or dentaJ appointments, assistance of clients 
in obtaining health support services, overseeino of client compliance 
with treatment plans as well as assistance to th^^ nurse practitioner in 
routine matters pertaining to the health evaluation process. 

If only one demonstration unit, or 1 type of staffing is to be 
Implemented, we prefer -the type described as Uni-t 1 (Table 49 )• 

4) Estimation of costs 

Estimation of costs is broken down in Tv^ic 50 to inclHe personnel, 
client costs, evaluation costs and training costs* Costs are projected 
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Table 49. Variations in WIN demonstration model. 

/ ■ ' •' : • 



Unit . 
• # a/ 


1 « 

• Unit 
■ Type 


Heal th 
person in 


Health 
eyaluator > 

in hpal t+i 

'care- unit 


Locality- 


1 


jeinons ura L ion 


Hea-lth 
Counselor 


. V Nurse 
• Practitioner 




Z ' . 








' A 




Deilramstration 

• \ 


Health 
Counselor 






r' 

, ■ 4 


Cllss;»cal . 








\ * 

' 5 . 


Demonstration 


Nurse Practi- 
tio%r/Healtb 
'COuftselor ^ 

.Community i 
Health J 
Worker * 


r 


B • 



^Random assignment of WIN units as demonstration or classical" is acceptable. 



to cover a'3-year program such that new cl.ients would come into the demonstra- 
tion model" system only during the first two years. In the, third year, since 
no 'further clients would.be brought into the project, client costs would 
decrease with elimination of^the need for initial health evaluations. Addi- 
tional' costs in the third year would pertain to a training program for health 
counselors, nurse practitione»»s and community -health workers oh a workshop 
basis tone workshop is proposed) as well as costs of evaluation and data 
analysis. Whereas a large reduction in costs could be obtained by reducing 
the number of variations on the demonstration- model that are to be tried, 
the budget given is structured- to the design of the, full ^nd limited . ' 
demonstration model -systoTis as described above. The first estimation of 
costs is based on the asgiimption that at each of the 3 units where vari- 
ations of the demonstration model are set up, -500 persons would be seen and 
given health evaluations during each of the first 2 years of the program. 
• The second es1;>ima^ion of costs reflects use of one demonstration model unit 
- receiving 500 clieots for each of-two consecutive years (Table 50 . ^ 



Table 50 ; Estimatad proDOsed budget (maximum, minimum) for .three-year 
' demonstration mouel project. ' 

MAXIMUM BUDGET ' . YEAR 

' ' one two three 



PERSONNEL 

Health counselors (2) $28,000 $28,000 $28,000 

Nurse practitioner/health counselor (1 ) , 15,000 15,000 15,000 

ConiiiunTty iealth worker . (1) ^ 10,000 10,000 ^^0,000 

CLIENT COfSTS 

Health examinations by MD (500 @ $15.00 aach) 7,500 7,500 0 

Health 'examinations. by NP (500 @ $12.00 each) 6,000 -6,000 0 . 

Transportation , 1 5,000 15,000 15,000 

Conmunications. * ' 3,60O 3,000 1,500 

Supplies , 3;dQ6 3,000 l,50o' 

EVALUATION COSTS ' '■• 

Project director (summer salary, 2/12) 
Transportatiort (10 round trips/annum) 
Per d1air(-20-.days (? $50.00/day) 
Communications 
Computer services 
Validation. costs 
Program evaluator {25% time) 

TRAINING COSTS (Workshop) 

TOTAL BUDGET: $107,000 $104, OOpt- $100, OOQ , 

MINIMUM BUDGET 
PERSONNEL 



3,000 


3,000 


3,000 


3,000- 


3,000 


3,000 


1,000 


1,000., 


1 ,000 


1, ^0 


1,500 


J, 500 


3 I ' 


3»600 


3,000 


3^000 


■ 0 


0 


5,000 


5,000 


.5,0,00 


0 


. 0 


12,500 



Health counselor (1 ) 


14,000 


14,000 


14,000 


CLIENT COSTS 








Health examination (500 @ $12.00 eath) 


6,000 


6,000 


0 


Transportation 


5,000 


5,000 


5,000 


Communications 


1,000 


1,000 


1,000 


Supplies 


1,000 


1,000 


500 


EVALUATION COSTS 








Project director (summer salary) 


3,000 


3,000 


3,000 


Transportation 


3,000 


3,000 


3,000 


Conmunications 


1,000 


1,000 


i,ooa 


Per dion costs 


5,000 


5,000 


5,000 


Computer services 


2,000 


2,000 


2,000 


Validation costs 


' 3,000 


0 


0 


TRAINING COSTS (Workshop) 


0 


0 


12.500 


TOTAL BUDGET: 


$ 44,000 


$4l',l300 


$47,000 
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5) . Administrative arrahgenients 

Administrative arrangements would start with the Department of Labor, 
Wasfjingtpn, then^WIN at the Regional level, then at the State level, then ^ 
at the local level. Project development and evaluation would be by the 
project .director and evaluator based at Cornell University. As mentioned 
abov^, the .health counselor would be responsible to the local WIN director. 
The nurse practitioner would be responsible to the M.D. in the health care ^ 
unit. In variation 5^ .(s)he would also be administratively responsible to 
WIN'at the local level • . ' ' 

a) Job/descriptions. * • - 

• i) Health counselor/ educator * 

The* WIN program Regional office invites applications from individuals 
qualified aS health educators or counselors with particular strength, in 
educational techniques which may influence health practices and health^ 
status of welfare recipients. Experience of alternate modes of health 
delivery ^nd health screening methods is also .essential . Candidates should 
hold an M.P.H. degree from a school of public health, or' an ec;Jivalent 
master's degree from a school of allied health sciences, and be ..graduates 
of a specialized program in community health education. Responsibilities 
will include development and application of a health screening program to 
define health problems in WIN registrants and also provision of ongoing 
health counseling services for these persons. Applicants should send 
curriculum vitae and names of three references to (name and address to be 
' specified). 

11) Nurse practitioner/.coordlnator 

Exciting new position for nurse practitioner to develop health services 
for the WIN program. Responsibilities will include health screening and ' 
. health education for welfare clients. Educational background should include 
RN and MSN or MPH. Preference will be given for applicants with training 
and experience in ii^lth education. Administrative skills essential. . 

111) Community health worker 

Employment program requires coiranunity health worker to offer health 
education to welfare clients and to act as medical assistant in a health 
screening program^ Applicants should have had training as a coiranunity 
health worker and experience in working with poverty groups. 

iv) JHStification for projected 'staffing pattern 

CHRP experience with the contribution of staff members to the operation 
Indicated that the key staff were those involved with health evaluation 
and those involved with health rehabilitation. 

Whereas physicians played a major role 1n evaluation, with specific 
contributions ffom the psychiatric social worker in the project, we can 
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foresee, in the demonstration model J an econoniy in personnel. Standardized 
physical health evaluation and standardized psychometric testing could be 
carried out by a nurse practitioner who has a combination of skills and 
experiences. Our findihg was that a paraprofessional, such as a practical 
nurse,- could design and carry ^out health intervention but for greater ef- 
ficiency she/he should have formal knowledge of modern methods of health • 
education as well as administrative skills. Such a combination of skills 
would be available in a professional health counselor who has had formal 
training in a school offering a master's degree program tn health educa- 
tion. • * . ^ . " ^ 



6) Evaluatiorl 

a) Outcome cr.fleria 



Unit 

Demon. Classical 



i) Health evaluation of clients 
Number evaluated by NP or MD 
' assigned .vs. non-MD ^ ^ X * 

ii) Case conference re: client disposition 

N referred for regular WIN registration X X 
N referred for special programs 

(health services) X 

N referred for special placement X " 

N referred for VR X 

N referred for SSI ^ X 

iii) Changes in client status 

Health status following intervention X 

(record review) 

AWGR X X 

Job retention rate X X 

Unassigned recipient pool X X 

Special placement to regular WIN placement X -X 

iv) Cost-benefit analysis 

b) Analysis of outcome 

- , Location A Location B 



Demonstration Unit 



Classical Unit 



Demonstration Unit 



Classical Unit 



Demonstration Unit 



ERiC 



Comparison of outcome criteria will be: 
1. between localities 

2,, between units within a locality (demonstration vs. classical) 

3. between demonstration units (demo 1 vs. demo 2 vs. demo 3) 

4. between classical units .(classical 1 vs. classical 2) 

5. between all units 
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SIMIARY OF SALI2NT FINDINGS ' 

• I 

1. Finding :. A significant jiumber of persons having non-health eligibility 
characteristics for local job training and placement programs (cETA) claim 
medical problems as a reason fpr rion -participation, 

ImT)lication ; Registrants for job training should haveliealth evaluation 
to determine actual health statxia and particularly the feasibiiity of re- - 
mediable treatment to foster emoployability. 

2. . Finding : Among the health problems cited as reasons for non-participa- 
tion in job training, those for "which it is difficult to exclude some degree 
0^ disability figure largely. These include back problems, recurrent bXackr 
outs, migraine and xiervousness. 

Imtjlication ; Health evaluation must include testing procedures vhich 
can distinguish these conditions which confer a real handlcaj^ from those 
associated with hypochondriasis or malingering, 

3. Finding ; Sic^ role behavior is frequently 'found among welfare clients 
and is associated with long-term underiemployment or unemployment, extrinsic 
handicaps including long-standing poverty situations, and family dishamony. 
Persons playing a sick role tend to have passive-dependent personalities. 
Sick role behavior is associated strongly with unemployment. 

]jnpllcation ; It is most important to use evaluation procedures which 
accififately delineate sick role behavior. Group therapy aimed at cdmbatting 
sick role behavior must, be provided to allow persons eadiibiting such behavior 
to become employable. 

k. Finainfe : Perceived health related Job restrictiofi by the client has 
been related to the number of current ccarrplaints, the hypochondriasis score, 
and negatively to. performance in exercise tests. Measures of physical fitness 
as well as of intrinsic health handicaps have been found to have a ^predicted 
value in deciding T*ether clients are likely to respond to rehabilitation. 

Sgplication ; Objective definition of , health status including motivation 
must continue to be a prominent feature of health intervention programs rela- 
ted to job training \mder the Manpower Administration. Reproducible measures 
of physical and mental health status of clients should be used to gei^rate 
prognostic information for WIN/CETA agency personnel. 

5. Finding ; Aversive handicaps are similar in frequency to emotional 
problems in contributing to the health disorders of welfare clients. The 
cconmonest aversive handicap ^ obesity. Long-term obesity is partictilarly 
resistant to Intervention in this populatipji. 

Implication ; Programs for the treatment of obesity have to be designed 
by a nutritionist and physicians familiar with weight reduction programs for 
low income - low education grox:tps. 

6. Finding ; Adequate health evaluation may require consultant opinion from 
medical and/or dental specialists for which ADC clients can be covered by 
Medicaid. ^ 

Bnplication ; In establishing a health rehabilitation unit for ADC client 
it is necessary to negotiate with the local Department of Social Services to 
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insur§ tnat. they will understand the necessity of referrals to area health 
' services for evaluation as well as treatment purposes. 

7 E nding ; Non-coii5)liance for prescribed therapies is characteristic of 

* ^ some clients, this detracting from the 'success of health intervention. 

implication ; Contractual arrangements must be made with clients so 
that they have a time schedule in which to accanplish therapeutic goals . 
'\ / Itoken rewards should be offered for session attendance and expected achieve- 
ment. ' ' ' . 

8 Fi nding ' Clients geared to patch-up medicine and dental treatment ar^ 
unfamiliarwith the advantages of health rehabilitation, nor do they know 
how to seek or obtain optimal ccammmity health care. 

Implication ; Health education must have high priority with particular 
reference to upgrading health practices. 

9 Finding; Non-attendance and/or lack of progress in therapeutic sessions 
eJter 3 months has been associated with overall failure to reach job readiness. 

Implication; All clients should be re-evaluated after every 3 months. 
Those ^o fail to comply witL advised treatment despite aU encouragement and 
social assistance should b^ dropped from Job related health intervention pro- 
grams, except under extenuating circumstances. ^ 

- 10 Finding; CUents receiving acti\ 2 health int'ervention had more medical 
probl^" initially, were more likely to have emotional and aversive (unsightly) 
handicaps, and were less likely io be employed. In spite of these ^sadyan- 
- - tages, with rehabilitation, the success of the .group on entering Job tralining 
and/or employment " was similar to that of a control group without such problems. 

• linplicatlon ; Based on this initial experience, it is projected that a 
Job oriented health intervention program can increase employability. 

11. Finding : ' As far as this feasibility study can show, successful health 
intervention does contribute to the employabiUty potential of velfare clients. 

Implication ; It is highly recommended that the role of health rehabilita- 
tion as a means of returning unemployed persons to the work force should be 
further Investigated. 

.12. Finding ; It has been shown tl^at health intervention for welfare clients 
can be established at moderate costs in a small town community. 

Itoplication ; It is recommended that similar units be established in 
other communities, more particularly in a large urban community, in order to 

* evaluate vhether the establishment of such health programs is an' appropriate 
function of WIN. 

CONCLUSIONS '* 

Chronic medical problems have been identified among a group of welfare 
recipients which were' related to Job restrictions and unemployment. The 
fiiost' common health handicaps found in this' group were emotional and aversive; 
a the latter category including obesity and gross dental decay. Sick role be - 

FRIC" havio" was common, as shown by hypochondriasis scores, and the total numoer 
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of cdraplfiiintSt Hiysical performance was negatively related to obesity, 
Kypochoiidriasis score, ^the number of current cqmplaints. Job restriction, 
age, and in general to the presence of emotional or aversive handicaps. 
Decision to ea^loy health intervention was basefd iQ)on the finding of re- 
mediable disabilities, ^Distinguishing characteristics of the active inter- 
vention groTxp included that they had more medical problems initially, they 
were less" likely to te working initially, they had overall higher Jiandicap ' 
scores, they were -more likely to have emotional or aversive hsndicaps, they 
performed less well on physical performance tests, they^had fewer years of 
ediication, and they had incurred more Medicaid costs than the non-interven- 
tion grpup during the pre-study period. Health intervention included group 
and individual mental health couaseling, weight reduction, ^exercise classes, 
and medical or dentcil referral for treatment. 

Change in work status .during the 8 months of the study was related in 
the intervention group to number of medical problems solved. In spite of 
their initial handicaps the* overall changes in work and training status in 
the active intervention groiip were no worse than those of the controls who 
had less medical problans during the same period*; It has been shown that, 
given the opportxmity for ccanprehensive health intervention, as provided 
by the Cornell Health Rehabilitation Erogram, the chances of handicapped 
welfare recipients entering the Job 'training programs and obtaining Jobs 
may be increased to the level of those not having such health handicaps > ^ 
Given the findings of this feasibility study, it is reccjmnended that a 
demonstration project be established to show whether, in similar, groups of 
ADC^ recipients with health handicaps, those receiving active health inter- 
vention have a greater chance of entry and success in, Wm/CETA Job training 
and ongoing' enrployment. By including a larger population with differing" 
demograpfilc characteristics, it should be possible to determine whether it 
is an appropriate function of VTIN/cETA to provide Job related medical programs, 
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FIELD SURVEY 

Background Information 

In a number of studies, poor health status h^s been associated with 
unemployment or underemployment. Health problems are a particuJ.ar deter- 
rent to employability among those with few job skills. During the years 
1971- 1973 the present Principal Investigator carried out a health sinnrey 
in Upstate New York. The sanrole population consisted in U69 middle-a^ed 
rural-\arban fringe women who were, or had recently been, recipients of 
ADC. In this group, current medical complaints, nervous symptoms, and 
physical and mental disabilities were associated with oinemijloyment . Most 
medical findings were preventable chronic ailments^ Dental decay and un- 
treated dental disease was prevalent. Tliere was a high incidence of 
ooerdty which was associated with- unemployment, an association explained 
oy secondary disabling diseases including hypertension, diabetes, and 
non-rhe\imatic cardiac disorders. Disabilities arising in early life 
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influenced current work status. I^st employment was related directly to 
education and Job skfUs, and inversely to the number of pregnancies. 

On the O^asis of these findings, it was recommended that a necessity' 
existed for the development of' positive health attitude? in low income 
popTilations, as well as the provision of early and preventive medical 
and dental 'Care, health education, the development of exfercise and diet 
programs, to control obesity, and comprehensive rehabilitation by a team 
approach. It was suggested 'that these medical services be provided as 
a component of federal job "training, programs (Roe, D, A. and Eickwort, , 
K. -R, Health and nutritional status of vorlcing and non-working mothers 
in poverty groups. Research & Development Contract No. 51-36-71-02, ^ 
Itenpower Administration, USDL, 1973).* 

Samfple Population, , ^ ^ . 

The caseload has consisted in 12 male and 59 female clients between 
the ages of l8 and 52 years, eligible except for health problems, for 
CSTA Job training programs. These persons were all residents of Tompkins 
County, New York. Client referral was from area agencies including the 
Tompkins County Department of Social, Services, Cooperative Extension of 
Tompkins County, New York Statfe Etaployment Service, the Tompkins Coun^jr 
Personnel Office, ,EOC, .OVR, Mental Health Rehal)iHtatioii,^ as well as vl^ 
area health personnel including public health. nurses and private "physi- 
cians. Clients also came to the program through hearing of its existence 
via news media (see Table 1, Progress Report, June 1975). In all, 71* 
person^ have been seen, of 1 did not complete a health evaluation, 

and 10 have not been in the program long enough for adequate follow-iqp. 
Olographic characteristics of the subsample of 60 p'ersons for whom we 
have follcw-up are shown in iable's 1-5 inclusive. 

*^ ' ^ • . 

Description of the Project 

The feasibility study- was carried out between December 8, 197^ and 
August 15, 1975. Dviring this period, the -clients were interviewed, 
examined, and given health rehabilitation in the facility at the U-H 
Cooperative Extension Building on Fulton Street in Ithaci, Nev York. 

•Withfn the facility a room wajs eqiiipped for physical examinations, and 
space was adequate for interviews and for group therapy "sessions. Ini- 
tial interviews were held with each client and at that time, health . 
histories and work histories were obtained (Appendix 1). Indices of hypo- 
chondriasis were obtained using the questionnaire and scoring system from 
the MMPIHanclbook (Dahlstrcan, -G.^ v;. and Welth, G. S. Ah^MMPI Handbook. 
-The University' of Minnesota Press, Minneapolis, 1960, p.'56o). Motiva- 
tion wa$ assessed by the internal-external scale of'l^otter, which deter- 
mines^predomlnanee .of internal motivation vs. passive dependency (Rott«r, ^ 
j. Tv.' et.ial* . internal versus external control of reinforcement and , 

.decision time. J. Personality & Social Psycljol. 2: 598-6oU, I965) 

' ^'Apt>€ndi-x 2)^ Intelligence tests were carried out Including the Wechsler 
lies t .and the Shlpley-Hartfo'rd test (Wechsler, De The Adult Intelligence 

' Scale. 'Jew York: ^sydkological^Testing Corp., IShk; • Bartz, W. R. and 
Wy,^D^ L. The Shipley Hartford as a brief IQ scp:eenij\g. device. J. Clin. 
?syc"E^i. 26: 7^-75, 1970). Current healtji complaints were obtained using 
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a strttcttired list, Hiysical examinations performed by the R:oject Direc- 
tor assisted .by Mrs, Muriel Dickey, nurse-educat6r included a systems re- 
view> anthropcmetriQ measurements and an assessment of exercise pfejfformance 
using a Harvard Step Test, and hand grip as measured with a calibrated • 
dynaaometer (Appendix 3). Routine ancillary investigations of liealth sta- 
tus included laboraitory studies (blood coxmts, biochemical profiles/ tiiber- 
c\ilin testtt, sickle cell tests, serological tests for syphilis, and specild 
tests relating to nutritional status),, also routine chest x-rays and elec- 
• trocardiograms vbere indicated by the health history* or physical' exjEunina- 

tion* .^Clients were^ referred , to area physicians or clinics outside the -^^ 
^ Project, for spepial systems evaluation. Dental exandnations were carried ^ 
out .by consultant dentists,, jmless.the client waa able to furnish evidence^ 
of recent evaluation and/ or treatment^ ^ \ • . - 

At the completion of health evaluation a staff meeting was held to 
decide on the need of individual clients for health intervention. A re- 
quirement for health intervention was based on the presenting symptdSds, 
the findings on physical examination, psychological iiivestigation, the 
ancillary testing procedures, and the results of diagnostic services. \ ; 
Participation in physical or mental health rehabilitation was voluntary. 
In-house health intervehtion included a weight reduction program, super- , 
vised by the nutritionist, Mrs. Julie Bleier, and exer,clse ?aid health 
education program vinder the direction of Mrs, Muriel Dickey, ^oi^" group or 
individual counseling saq)ervised by Dr. Curtis Hampers, the Project psy- 
chologist. In each of these, programs the number of projected treatment , 
sessions was pre-defixied* On an individual basis, medical treatment, ' 
surgical procedures, physical therapy, prescription spectacles, hearing 
aids or prostheses were provided through area physicians and dental treat- 
ment was carried out as required. ' Clients receiving health intervention 
were those who had remediable disabilities. Those having severe chronic 
mental or physical health problems which were not believed to be amenable 
to reh^abilltation under the program t/ere,j;ef erred to area health agencies 
and/or to the local Office of Vocational Rehabilitation, or to the County 
Mental Health Department ♦ Clients having no demonstrable, health problems 
were directed into CETA job training or employment as openings became 
available* * 

Clients participating in the Project were assisted by the Project 
Coordinator in obtaining aid from local social as well as health programs 
in order to facilitate job training and enqployment, thus clients^ were 
taken to the Planned Parenthood Clinic of 'Tompkins County, legal aid 
was provided where needed, as well as child caxe and transportation-. 
The services of county nutrition aides were obtained and these women worked 
closely with participants, making house-calls, giving dietary information,' 
encouraging ongoing attendance for rehabilitation procedures, and assist- 
ing Dr. Banners in the group co\inseling sessions* All medical services, 
other than those provided in-house, were covered by Medicaid except in 
those few instances where clients werj^ not. yet receiving such assistance* 
In these latter circumstances, medical services *were covered by the Project* 

All participants withir. the Trz^^ct were Unx'ited to take par^ .Ir. ^hree 
weekly jcb activation classes* 7r.ese sessions were conducted by Mrs*. ::aiicy 
Brovm ar.d Dr. Curtis Hanners* O^ey were designed to.prep'are clients f:r 
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the work world aad more specfificaliy, to give them information on the 
reqixirements for job training, hfow to handle a job interview, as well as 
work attitudes and applications "and employer-employee relationships. Par- 
ticular attention was given in these sessions to the problem of how clients 
should handle health problems in the job interview and .work situation. 
Short presentations were made by area employers, job counselors, by members 
of the Cornell Health Eco;)ect team, including the Director, and by CETA Job 
holders. Movies^ wiere showi^ and^ participants -engaged, in rolef-playing di- 
aloguep (Appendix- U}. - . . ' ^ * ^ . • • 

Participcgats were interviewed and re-examined three months after the 
initiation If ' health intervention ^^and then again after another three months 
or .at the completion of the feasibility project,- At the time of these 
^foiiow-ig) sessions,, '(progress was evetluated as well as job readiness; the . 
^.atter being assessed /independently by the clients and by the Bro jec.t staff 
'(Appendix 5). Participants whose .health problems were solved at the time 
of the first fbllow-up, or before that time, or between the tiiTie of the 
three months and the latter follow-up, were referred for CETA job training- 
or job placements. , * • • < 

Detailed 'findings described be\ow ielate* to the 60 clients for ^rtiom - 
we had a period of not less than three months follow-up. 

. aaployment History . ' ' , : , 

to general, it was found that clients ha^ poor , work' histories, havin'g 
been employed "for a short period'of time 'in loW' paying jobs. The-.fact that 
-fotir clients had- never wopked, and that'* 50 clients, had worked for not more 
than 'five years totaJJ./, Van -only be e::q)laii)ed in Jflft by the number of 
young adulti? in this sample,/, " Clients had most ifreqUently held imskilled 
;Jobs as oper^iv^s or servibe workers, or they had been in semiskilled jobs 
T?articularl}" i'h clerical work (Tables 6-10). 

Medical "History . . •• ' - ; 

' The ^medical history of each client from" birth was obtained.^ Each ill- 
ness or accident was tabulated by diagnosis according to the International 
Classification (Eighth Revised International Cleissification of Diseases 
(ICDA), PHS Publ. No. l693, USDHEW/PHS, . Washington, D. C, Vol. 1, I967, 
Vol. 2,^ 1968). • - , . 

Most of the medical problems cited in the history had arisen in adult 
life, and in this period mental health problems had frequently occurred 
including predominantly .neuroses, -variously described as, nervous break- 
downs^ anxiety,' depression, and nervousness. Most physical problems men- 
tioned as occurring in adult life were of long -standing, inclucy.ng back 
problems, as well as late effects of injury and surgical procedures (Tables 
il-lU). ,11ie medical history score for each period of the person^s life was 
calculated as follows : points for each problem causing permanent major 
disability; 2 points for each problem not causing major disability, but 
re^:urrent, conatinuous or lasting more than 6 months; and 1 point for each 
other problem mentioned. The overall medical history score equals the sum 
of the scores at birth, presclr.ool, diiring the school years, post-school, * 
and during the past year . 

154- . 
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Current health ccaiplaints were frequently multiple. The most common 
symptoms were 'frequent nervousness, frequent tiredness, breathlessness on 
exertion,, frequent u:r-<jiation^ frequent headaches. and tender gums; also fre- 
quent backaches (Table 15)' 

Ri yslcal Examination • ' 

• Physical examination showed a rather low frequency of severe abnorm- 
alities. Among the commoner abnor^ialities encountered were dermatoses,- ^ 
limitation in movements, of one or more mparts of the body, -deformities, 
.usually minor, ""dnd other musculoskeletal ^problems (Table 16). '^Dental ..decay , 
(dental -caries' and/or periodont^ d^seafee) and' ^obesity were prevalent tof' ■ 
frequentljt so severe as to constitute an .unsightly appearance which would 
provide a handicap to en5)loytnent (Tables 17, l8). Measures of obesity in- 
cluded weight and triceps skinfbld thickness. Triceps skinfold thickness 
was negatively' correlated with performance on the Harvard Step Test (r p 
-.U3, p < ;001). On the other hand, the taller the client, the better they 
performed on the Harvard Step Test '(r s» .^5, p < .001). 

Mental Health Assessment ^ 

As anticipated from the medical history and the number of " nervous com- 
plaints, psychological problems, were frequently identified among the clients. 
There were two with mild to moderate, and IS^with severe, neuroses. Ten 
persons showed evidence of emotional immaturity, ahd in two cases this was 
severe. Two clients had severe behavior disorders, and one was psychotic. 
Three clients had'?iild to'mo.lerate degrees of mental retardation. Five^ 
persons h^d an impaired learning ability, which includes those with mental 
retardation. Some degree of intellectual handicap was found in eight clients 
and of these, three Jiad severe intellectual handicaps (Tables 19-26). The 
hypochondriasis sc6/e was: very highly correlated with the -number of current 
symptoms (r = .Q3{ p <'.00lVand ^rith the health related job restrictions 
cited by the client (r =^ .k2, p < .001), and with the degree of emotional 
handicap (r = .38, p < .001). 

Intake of M edication ■ * . 

• ^ Fifty percent of the sample were taking' medications. The commonest 
grotqps of prescribed drugs being taien were analgesics and tranqtiillzers . 
It was also found that 38.3^ of the sample were taMng over-the-counter drugs 
to relieve frequent headaches. This rather high usage of pain killers and 
psychoactive drugs may be associated with the prevalence of -emotional pro- 
blems- (Tables 27-29). 

Assessment of Handicap 

Handicaps encountered among clients were classified according to the 
system developed by Agerholm (Agerholm, M. Handicaps and the handicapped. 
A nomenclature and classification of intrinsic handicaps. Roy. Soc. Health 
J. 1: 3-S> 1975 )• This system offers a method for the identification and 
grouping of medical handicaps vrtiich is valid for the individual regardless 
of his/her age; of the circumstances in which he/she lives, and of the con- 
text in he/she is reviewed. Handicap or intrinsic handicap is 
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identified.in this system as a long-term disadvantage yhlch adversely 
affects an individual's capacity to achieve the perspnal and economic in- 
dependence vhich is normal for his/her peers. Key handicaps within this 
system inclxuie locomotor, visual, ccnmmmication, visceral, intellectual, 
emotional, invisible, and aversive handicaps. Any one person can have 
one or. several handicaps, or components of hcoidicaps, A handicap score 
was deye^opfed'by counting -one for each mild tcf moderate -component' of each 
intrinsic handicap, and two .for each, severe component under the AgerholJii 
system. By this method it was found that 31 clients (51.7^ of the ^sainple) 
had^ aversive handi-caps 'which included grog^s obe^ty,,' dental deday, de- 
formity or unaficeptable smell. Twenty-eight persons i^*7i> of the saxnple) 
had emotional handicaps, and 15 of these had neuroses. Intellectual handi- 
caps were found in 8 persons (13.3^5), invisible handicaps including pain 
disorders occurred in 6 personjg (10^), locomotor handicaps in 12 persons 
(20^^)., communication handicaps in 5 persons (8.3?&), visceral handicaps in- 
cluding disorders of ingestion, or excretion in 3 persons (5^6), and visual 
handicaps Including severe visual restriction in 1 person (Table 30). 

Height as an Indicator of Physical and Work Performance 

In our sample population the taller clients were healihier and had 
a better history of work performance. Height was directly related to 
ability to perf omr in the Harvard Step Tes¥ and to the level of -perform- 
ance with the hand-grip dynamometer ^(HEIGHT vs. STORIHEN r = .k^^ p < .001, 
HEIGHT vs. HANDGRIP r = .53> j5,< .00l)i. The taller members of the sample 
also had less initial medical problems, lower" hypochpndriasis scores (a 
measure pf sick role), less emotional handicaps anci less perceived job 
restrictions (NUMINPR r = -.1^7, P < .001, HYPSCORE r - -.33, P = .005, 
EMOTIONL (Handicap) r = -.3^, P = .OOlf, r = -.25, p = .026). Thoae who 
were relatively taller also had lees health complaints (r = -.22. p = 0*^5), 
were thinner (SKINFOLD r = -.23, p = .01^3), and had less overall handicaps 
as determined by the Handicap score (HAKDSCORE r « -.30, p = .01}.'^ -It is 
also significant that height was related directly to education (r'= ..27, 
p'='0.19), and negatively to age"(^r = -.27> P = .018). 

Inverse relationships between hei^t and*, early neglect associated with 
malnulr£tion have previously been identified. .Iiv ovx previous study con- 
ducted between 1971 and 1973> including a sample population of very low 
income women, it was found that height was ^related to education, (r « .12, 
p < .01); to the total number of years employed as a percentage of' poten- 
tial years of employment (r = .11, p < .oi). It was also negatively re- 
lated to the number of medical problems at birth (r = -.08,^- p < .05) and 
to the number of health problems in the medical history (r « -.08, p < .05). 
Farther height was directly related to total income (r = .11, p .007). 
Prom these findings it was concluded that the shorter the woman was, the 
more likely she was to have been uneB5>loyed, low in inccane, poorly educated, 
and to have had medical problems at birth and during later life (Roe, D. A. 
and ELckwort, K. R., cited previously). It has been shown by other studies 
that, \*ereas height is determined by genetic factors, early malnutrition 
and disease iucludiiig infection and interactions between these variables 
can result in stunted growth /Bakwin, H. and McLaughlin, S. M. Secular 
increase in height; is the end in si ght? Lancet 2; 1195, 1961+; and ' 
Chavezjt H. ' Ecological factors in the nutrition and development of children 
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in poor rural areas. Eroc. Western Hemisphere Nutxition Congress III, 
1971i Futura Publ. Co., 1972, p. 265). ^ 

Findings* from the present stud^ serve to emphasize the fact that those 
who come from a low socioeconomic group may not only have suffered physicsil 
disadvantages in early life including primary aijd secondary malnutrition, 
which^had ad adverse effect on growth, V'^t more iinportantly that these per- 
sons may have later disadvantages in motivation for, 'or performance in, 
work or physical work performance. From the available^ information it is, 

^ of course, not possible to say that association of shortness, poor educa* 
tion and riximerous health problems through life, are individual factors pre- 
dictive of socisuL failure^ but rather that^ such factors taken together 
may indicate a bad prognosis with reia'^ion/bp employability^ ,In support 
of the latter statement, it was found in the ^present study that height was 

^ related directly to the maximum pay categor^Les in previous employment 
(r = .23, p = .038), and that progress, under health intervention conducted 
by the Project was also directly related to height, i.e. the number of 
medical problems remaining at follow-iqp was inversely related to height 
(progress score r = -.32, p = .013). 

Handicaps of the Obese 

Evidence was obtained from the present study that obesity cohfers 
physical, emotional, and social disadvantages • QSie overall handicap 
score was directly related to fatness (r = .3^, P = .005). Physical per- 
formance as" reflected by the Harvard Step Test was negatively related to 
obesity (r = -.^^3, P < .001). Although it was found that the fatter the 
client, the greater the number of visits they made to the Project (r = 
• 39> P < .001), j?emaining problems after heedth intervention were greater 
in the fatter clients ( r = *.28, p = .032). Change in welfare status 
during the neriod of study was inversely related to fatness (r = -.30, 
p = .012). " ' - ' ' 

Relationships Betx^een Job Restrictions and Health Handicaps 

Job restrictions cited by the clients were very significantly related 
to age (r » .1+8, p < .001), to the handicap score (r = .U?, p < .001), to 
the number of medical problems occurring in adult life (r = .U9> p < .001), 
and' to the nxamber of initial health problems defined (r = .U2, ,p < .001). 
There was also a very significant relationship between Job restriction and 
staff time spent with each client (r- = .39, p <'.001). A significant in- 
verse relationship was found between the perceived Job restrictions and 
education (r = -.30, p = .01); also an inverse relationship to previous 
earnings (PAYCAT r = -.31, p = .01). Previous Medicaid costs were>very 
significantly related to Job restriction (r .1+5, p < .001). 

Relationship Between Previous Earnings and Health Parameters 

Levels of pay in previous Jobs were inversely related to the nimiber 
oi previous mediceO. problems (MEDHISSC r -.20, p = .07), to the presence 
and severity of aversive handicap (r = -.25, p = .035), to the nxmiber of 
initial medical problems (NUMINPR r = ,-.2l+, p^ = .05I+). Total Medicaid 
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charges before entry into the Project (DAYACOST r = -.30, p = .016) and 
to costs for Medicaid after entry into the Project (DAYBCOST r = -.29, 
p = .017). Education showed a direct relationship to previous pay cate- 
,gorie8 (r = .28, p = .02), and those with higher previous pay categories , 
were more. .likely to be working at follow-up (r = .30, p = .013). 

Kaese correlations show complex .relationships between health* and 
social factors in defining previous work and work potential. 

' ^' ^ . . ^ 

Characteristics of Clients in the Health Intervention Program 

, Health intervention was made available to clients on the basis of 
the presence of remediuble headth problems and acceptance by the client 
of recommended ti^eatment modalities. . ^ - 

Differences between the "active intervention group" and the others 
("controls") were examined by rank correlations (Spearman^s r). Differ- 
ences which resulted in their being chosen for* active intervention were 
as follows: 

1. This group had more medical problems initially (r = .73, P < .001). 

2. They were less likely to be working initially (r = -.l*o, p < .001). 
3» They had higher overall handicap scores (r = .63^ p < .001). 

U. They were more likely to have an "intrinsic emotional hamdicap" 
(r = .Ul, p < .001) or an intrinsic aversive handicap (r = .5^, 
p < 1001). 

5. They had a higher **medical history score" since leaving school till 
the past year (r = .1+8, p < .001), a larger total number of problems 
mentioned on the medical history" (r = -.36, p = .002), and a higher 
overall medical history score (r = .^6, p < .001). 

Other incidental distinguishing characteristics of the active inter- 
vention group wereT * ^ \ , 

1. They =were shorter (r = .35> P = .003). . ^ ' 

2. They were fatter (thicker triceps skinfold,, r « ".UU, p < .001). 

3. They stopped after a shorter time on the Harvard Step teist (r = .51> 
p < .001). 

U. They had higher hypochondriasis scores (r = .Mf, p < .001). 

5. ' They had more children (r = .39> P < -OQl). 

6. They had completed fewer years of formal education (r = -.36, p = ..002). 

7. iliey had incurred more costs per day on Medicaid than the others during 
the control period (re. Jan. 1, 197^+ - Dec. 1, 197^, r = .38, p = .OOU). 

Results of Health Intervention - ' 

Differences between the health intervention groups and the controls 
during the duration of the study were examined. It was fovmd that the 
health inten/ention group 

1, Had more phone calls ar,d personal calls as well as other contacts with 
: the Prccect staff (phor.e calls r = .57, ? < .COl); personal calls 
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' r s ♦STj p <.001)., They also initiated more self contact (r = .52, 
p < .001); received more staff- initiated contacts (r =: ,50, p <.001); 
and took up more hours of staff time (r s ,61, p < .p^l), 

* 

2. Diey. incurred more^ costs per day on Medicaid than others during the^ 
Project period (r .ST, p = .002); and more costs per day on Medicaid 
that vere traced to Project referrals or costs (r = .Uo, p < .001). 

3. They showed ,a g?reateiu decrease in hypochondriasis scores 'than the non- 
- interv'e^ti'on erpup '(r-^ .1|3, p < .001) 

At thxe^ months, the active intervention groyjp still jhad a greater 
perce?itage of their'medical problems not yet solved (r « f.58,'P < .001). 
Many of those in the non-intervention group had one or ng medical problems 
initially. < 

In spite of their initial handicaps, as documented' above, by August, 
the overall changes in work and training status in the. active intervention 
group were similar to that of the control during the same time (defining 
variable WORKAtJCH as: -1 -left Job or training, now not employed and not 
in training; 0 -no change; +1 -got Job or entered training, we find that 
the rank correlation of WORKAUCH with INTRVENE is .01, p = .5, n.s.)* 

It is necessary to delineate the health problems that were easiest 
to solve, and the clients t*o benefitted most from health Intervention. 
In general, it was found that clients with easily definable single health 
problems, without overlay of sick role behavior, were easiest to treat. 
Clients in this category were closer to work readiness on entry into the 
Project and also had the advantages of better health and work histories. 
, Conversely, those with multiple health problems on entry into the Project, 
including overt sick role behavior, responded less well to treatment. 
Another question which we have had to ask is whether solution or partial 
solution of health problems contributed to or promoted entry into Job 
training and employment. 

Results of Health Intervention 



We have obtained both direct and indirect evidence that health inter- 
vention contributed to employment at the time of follow-up. Clients working 
at the three months .follow-tqp period were more likely to have. received health 
^ intervention and less likely to" have residual health problems. 

Problems and Progress ' 

We must address ourselves^ to consideration of the specific problems 
encoimtered which were a hindrance to the performance of the feasibility 
study. At the beginning, client referral was slow, and those clients who 
were sent to see us were those who had made little or no progress* with 
other agencies. They were multi-problems people with nvmierous health pj:*o- 
blems, a poor work history including very limited Job skills ^ and they had 
been in receipt of welfare over a long period of time. Thus, we started 
out wiTih hard to reach, hard to teach clients whose motivation to overcome 
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health problems was not well developed. We found ourselves adopting a 
custodial care role with those clients least likely to succeed. This meant 
that iihese persons were most likely to take up staff time with phone calls, 
visits and other s\ipportive activity. Another problem which we encountered 
was the limited number of job training programs in the area, which clients 
could enter throu^ the aegis ' of CETA. Indeed, initially Job training 
other than OJT was' limited to cputses 'at the Ton^kins-Cortland Community 
College wbere' clerical skills were offered. Limitation in job openings 
was also apparent. ' Initially some* of our, clients did j)oorlIy in job inter- 
view, either because they presented thems^lyes badly, or because they re- 
ferred back to previous health problems which hrad' previously been work 
deterrents. * , 

Non-compliance with prescribed treatment was not uncommon. Less 
motivated clients missed appointments whether these were for health groiips 
working within the Project or outside medical visits on referral. 

Greatest progress and h^eklth change was achieved in relation to den- 
tal problems, visual ijiqpairment (provision of corrective glasses), hear- 
ing difficulties (provision of hearing aids), musculoskeletal probleins 
(physical therapy), and overcoming sick role behavior (inoividual or group 
coionseling). Progress in weight reduction was modest, and this may be 
attributed in part to the fact that the program was only offered for 12 
weeks as active intervention, and because our clients had very longrterm 
obesity. Treatment progress at the end of the three months follow-up 
period is shown in the following tables (Tallies 31-35). 

In examining the number of medical problems solved or peirtially solved 
at the end of three months (Table' 36), as well as the number of old pro- 
blems unchanged at three months, it can be seen that clients • progress has 
been slow (Table 37). Residual medical problems consisted chiefly of emo- 
tional disabilities and obesity. Slow response of these health problems 
to therapy was not unexpected, more especially because of their chronicity. 

Despite slow improvement m the health of some clients, entry of 
clients into job training and/ or employment increased with time of Project 
participation. Vtoereas initially 39 of the 6o clients were not working and 
21 were working, and at 3 months the same number were working or in job 
training, as of August 15> 1975 2U clients were working, 32 not working, 
and for U, status was unknown. It is more meaningful to state that as of 
August 15th, 8 persons were in training or working who initially had been 
outside the work force. However, as of the latter date, 3 persons who 
were initially working or in training were now vinemployed, and U5 of the 
clients had stayed in their original employment or non-employgient status. 
It is to be noted that U of the clients who were working at the time of 
entry into the Project had health problems, and would not have been able, 
to maintain their training or work status but for 'the availability of the 
program (See also Table 38 showing employment status as of Sept. 1). 

Participation of Clients in CETA Job Training or 5mplo?/ment 

Participation of Cornell Health P.ehafcilitation Project clients in 
Tompkirs County CETA programs was such that between Januai^y, 1975 and 
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Septeinber, X975, 23 clients held CSTA jobs (Titles I and VI), k clients 
were enrolled in the Spring 1975 secretarial cotirse at the Tompkins-Cortland 
Connniinity College, 3 took part in a summer remedial reading program,, and k 
are participating in the Fall 1975 secretarial course at th^ Community Col- 
lege . The total Toiipkins County CETA program poprclation vere as follows : 

Title I, Spring 1975 secretarial course -15. . . 

- ^ Summer remedial reading - U . ' , j * " . 

Pall 1975 secretarial coiurse - 17 , i • 

Title VI, approved for training - 23. 

Indicators Of the Effectiveness of Hesilth Intervention in Terms* of ' 
Bnployability 

'ChajTges in healtH status brought about by intervention range fycim 
solution of physical problems to conquest of sick role behavior. The pro- 
fessional team had a strong impression that as hesilth proMems were over- 
come, so the clients felt they could play a role in determining the direc- 
tion of their lives or life stj'-le. Da support of these impressions, ver- 
bally communicated by the ^taff, it was found that change .in. the internal- 
external score indicating increased self-confidence was directly associated 
with the reduction in the number of complaints between the initial visit 
and the three months visit (r s= .26, p = .Olf5). Further, those \Aio showed 
a change in the internal-external score in the direcbion of self-reliance 
were more likely to be working in August (r « .39> p « .005) • 

Medicaid Expenditures and Client -Related Medical Charges to the Project 

Medicaid charges were obtained for each client for a control period 
before the entry into the program, and for the diuration of the Project. 
Medicaid charges as computed from records obtained from the Tompkins County 
Department of Social Services were divided as follows: 



1. Costs during the control period before the Project started, viz. 
January 1, 197^ - December 1, 197^- 

2. Medicaid charges after initial contact of the client with the Project 
until the termination of the feasibility study or the last billed item 
on Medicaid records, 

3. The costs during the latter period for which the Project was responsible 
because of referrals. 
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U. Costs for which the project was responsible but were not yet billed. 

These charges in the fcur diffsrent categories are itemized in Table 39. 
In examining the costs in Category 1, it can be seen that the items re- 
quiring the greatest expendit\ire per client were doctors* office visits, 
pharmacy charges, hospitalization, and appliances. During period 2 after 
the clients had begur to attend the Project, the Medicaid paid costs 
appeared to be reduced for doctors* office visits and accident room visits. 
In view of the dissimilar periods for which Medicaid costs were obtained 
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before and after the Project, these differences must be interpreted 
cautioTisly, >Iedicaid costs for which the Project responsible through 
referrals were chiefly in the categories of hospitalization, dental visits 
and charges for appliances. 

Medicaid charges for clients during. the period before the Project ^started 
were very significantly related to the charges for these clients after the 
Project started (PAYACCST vs. DAYBCOST r = .55, P < .001). DAYACOST was al- 
so* very significar^tiy related. to the medical history score during the school 
period, (3; = P < .001>, Xo the medical history score durlJig adult life 
> = .^8,V< .001), and to the number of medl'cal problems cited in the 
last year (r = .1|5, P < .001). The higher the Medicaid expenditures for 
clients prior to entry into the Project, the greater Aumber of contacts 
and visits they made to the unit (NUMCAILS r = My P < .001; NUMVIST r = 
.k9y P < .001; STAFINIT r = .56, p < .001; NIMSUP? r = .38, p < .001). Those 
working at the three-month follow-up visit were less likely to have sustained 
high Medicaid expenditures prior to entry into the Project (W0RKIN2 r = -.07, 
p < .001). 

Medicaid costs totally during; the period of the Project for clients 
yere directly related to health referrals made by the Project team (r = .5I;, 
p < .001). Medicaid costs during the study were also very significantly ' 
correlated with the total number of medical problems (r = .1^3, p < .001), 
to a number of medical problems occurring in adult life (r = .1^9, p < .001), 
and to the totfiil medicfiil history score (r = .1*6, p < .001). Clients work- 
ing at the three months follow-up incurred lower Medicaid expenditiires 
during this period (r = -.39> P < .001). 

/ 

Medicaid costs attributable tc our referrals were related very sig- 
nificantly to the total number of initial medical problems (r = ,50, p < 
.001). It is of particular importance to note the l^edicaid costs attribu- 
table to Project referrals were higher also in those ^o had more medical 
problems remaining at the three months follow-up visit (r = .39, p < .001), 
and were inversely related to whether the client was working at the time 
of follow-iqp (r -.31, p < .009). From this it is inferred that those with 
multiple initial health problems are not only more costly with respect to 
health intervention, but also that their chances of being rehabilitated so 
that they can enter the work force within a short period of time is less 
than that of other clients with less health handicaps. However, the per- 
centage of medical problems solved was also related to. the Medicaid re- 
ferral costs attributable to the Project (r = .2^, p = .053). Change in 
hypoc^iondriasis scores was inversely related to Medicaid costs attributable 
to the Project, .which siiggests that a persistent sick role behavior may 
have accounted for some of the referrals. 

Project Costs (December 1, I97U - August 1, 1975) 

The costs of undertaking the feasibility study were moderate and less 
than those anticipated. Savings relative to the Project budget were made 
in the personnel category, by reduction in the total number of staiff . Two 
full-time staff worked with the Prefect; that is, the nurse-praczitioner, 
Mrs. Muriel Dickey, and the ProceQt coordinator who also acted as social 
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^ worker, Mrs. Nancy Br o\m,' !nie position oi* mented^ health 'counselor, as 
invisaged by the origijial budget,, was* replied by the Project psycholo- 
gist. Dr. Curtis Hanner;3, wbo.wol'ked half-tc£iae and Tras paid by combining • 
the projected budgeted "s&laries for the mental health counselor and a 
physical therapist. No physical therapist was emplo^d, since it was po^- f 
sible to refer clients under Medicaid to the Rehabilitation linit of Temp- 
kins County Hospital. A dental hygienist was not employed, because clients^ 

^ were referred to area dentists for evcLLmtion as well 'as treatment, Part- 
, time secretarietl help was obtained throtigh employment of several persons 

on an hourly basis: The statistician who worked i^rith the Project on a 50^ 
. time^basis received the salary payment originally intended for the statis- ^ 
tician, well as the coder -keypimcher. .An office cleaner was not re- 
quired, since these services were carried out by the personnel at the if-K 
Cooperative Ejctension Building. Although it was found that this staff 
• could ^anage the R'oject and carry out the necessary duties efficiently, 
a need' for further clerical assistance and the expertise of a social 
worker was particularly .identified as the Project proceeded. 

Savings on the?* original budget were eJLso made in .the categories of 
consultants, supplies, travel and services, as well as communi^jation. 
Lower costs in these categories were only maintained because of th,e tempo- 
rary nature of the Project. For example, purchase of medical equipment 
was held at a minimum although it is now considered highly desirable that 
further equipment and si:qDplie3 for health evaluation should be obtained in 
order to obtain an adequate objective estimate of health status of clients. 
Structure alterations in the Project facility which are urgently required 
to offer privacy to staff and clients as well as proper accommodations for 
grovqp health intervention sessions were not carried out because the prin- 
cipal investigator, was unsure of the continuity of the Project • 

Nevertheless, it has been demonstrated that health evaluation and re- 
habilitation can be carried out in relation to a work training program 
using a small professional staff,, aided' as was the case in the feasibility 
study, by. paraprof essionals (Table ko). 



OUTCOME AND RECCMMENDATIONS 

Owing to the short duration of this feasibility study, we were not 
able to assess che long-term effects of health intervention on clients* 
work potential. In our sample population, it was clearly demonstrated 
that health handicaps \diich limit or prevent entr,^ of welfare recipients 
into Job training or employment are complex, being conditioned by sick 
role behavior, lack of motivation, long neglect, emotional problems^ and 
obesity. Unless welfare clients ^are desirous to enter the work force, they 
are not anxious to obtain optimal health. Indeed, the prominence of sick 
role behavior suggests that hestlth complaints are used as a means of excus- 
ing social and economic failure" . In order for these people to acquire 
physical and emotional fitness for work, they must first be helped to 
understand the nature of their disabilities. Ihey must be encouraged to 
see work as a positive personal a^'-'-ancement . Client pr9files and their 

ERIC 

. . . 163 - 



• 18 



intervention are given in Appendix 6 . They must also have available a 
^health team vdxo' fuUy evaluate their problems offer remedial health " 
''intervention, and act as advocates for them in the established health 
"care delivery systems. 

Routine health screening, as available in most communities, is* fre- 
* quently inadequate to the needs of welfare clients who are potential. WIN/ 
CETA registrants. In order to understand their health complaints and 
reactions to these problems it is necessary to know that symptoms may 
often te cited for which it is difficult to exclude some disability Iel 
relation to employment. ^Recognition of sick role behavior is not easy, 
nor is the recognition of the synergistic effects of social (extrinsic)" 
and health (intrinsic) handicaps ♦ In the feasibility study we have de- 
veloped methods for obtaining infomiation which can be used in develop- 
ing a complete health evaluation. Me^xires of physical fitness as well 
as of intrinsic health handicaps have been found to have a predictive 
value in deciding whether clients are likely to respond to rehabilitation. 
Common intrinsic handicaps encountered incl\ide emotional problems and 
avers ive handicaps, and in the latter category, the most common has be^n 
obesity. 

Full health evaluation has x'cquired the collaborative efforts of the 
professional team of the Project, as well as area dental aiid medical pro- 
fessionals. Outside services have been covered by Medicaid, in 'the case 
of our welfare clients. Referral of clients to these local health pro- 
fessionals and actually taking them to meet medical or dental appointments 
has been an integral fuhction of tl^e Project. 

Beneficial effect of health intervention with respect to enqployabil? ^>y 
has often not become immediately apparent. Clients geared to patch-\jp 
medicine and dental treatment are slow to learn the advantages of full- 
health rehabilitation. 

Non-attendance and non-compliance have also been problems. However, 
we have established that whereas clients who entered our active health 
intervention program had more medical problems initially, and were more 
likely to. have emotional and aversive handicaps^ an<^ were less likely to^ 
be employed at all on entry, the success of tihis group on entering job- 
training and/or - employment was similar to that of a control group without * 
such problems . It was further showii that the expenses of health interven- 
tion for welfare clier can be establisv-ed at moderate costs in a* small 
town cdtnmunity. 

Based on the findings of this feasibility s^udy, it is recommended 
that a full scale demonstration project be established 'forthwith, with 
essential objective of developing a model health caije delivery system 
designed precisely to the needs of WIN/ CETA clients. In cfrder to establish 
the practical valr of such a program to-a variety, of communities, it is • 
recommended that Ui.xts be established in a seiti -rural cpmrnimity (Ithaca) 
and also in an urbarf connnunity (Syracuse). It is recommended that the 
demonstration project be concerned v^^th 1) health evaluation; and 2-)'^ 
health intervention. 
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Methods must be developed for the prepise and rapid sissessment of 
health status and for success of heetlth for intervention. A health inter- 
vention system must be developed such that client compliance is optimized 
^ and health care- be directed towards employment needs. 

Under the auspices of the demonstration project it should be possible^ 
to determine to what extent ADC recipients with health-related work dis- 
abilities can be returned to the labor market through physical and mental 
rehabilitation: the hypothesis being that these health disabilities need 
to be corrected before a job can be held successfully. It has to be . 
proven whether or not expenditures to health rehabilitation, facilitating 
employability, will be a cost-benefit overlying AEC recipients, with health 
problems to remain outside the wci-k force or to take care of their own 
health difficulties. It must further be established \Aiether health re- 
habilitation for remediable disorders is an appropriate funct^.on ofi the 
WIN/CETA programs and to vhsA extent health rehabilitation is an overall 
function of projected Manpower programs. Implementation of these recom- 
mendations is the objective of the demonstration project which has recently 
been funded by the Manpower Administration of the United States Department 
of Labor. , 
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APPENDIX B ' - y 

COMPARISON OF FEASIBILITY AND DEMONSTRATION PROJECTS 



During the period between M/Z/l^ and 10/1/75, a feasibility study 
entitled "Physical Rehabilitation and Employment of AFDC Recipients,", 
contract/grant number 51-36-75-01 wai conducted in Ithaca, New York. 
under the direction of the principle investigator. Aims tf the study ^were 
to examine the feasibility of using health intervention as a me^ns^of in-. . 
creasing entry of welfare clients, into job training. During^the period of 
the study, the caseVgad consisted of 12 male and* 59 female clients between 
the ages of 18 and 52 years, eligible 'except for health problems, for CETA 
job training programs and/or placement. These persons were all residents 
of Tompkins County, New York, Client referral was i^rom area agencies in- 
cluding the Tompkins County Department of Social Services, Cooperative 
Extension in Tompkins County, New York State Employment Service, Tompkins 
County Personnel Office, EOC, OVR, Mental Health Rehabilitation,'a's well, 
as via area health personnel irtcluding public health nurses and private 
physicians. Clients also came to the program ^through. hearing of its ex- - 
istence via news media. Clients referred from the various agencies or self 
referred were interviewed and examined in the project facility at, the' 
Cooperative Extens'ion Building on Fulton Street in Ithaca, New York. At 
that time, the project staff consisted In the director;, the coordinator, 
the project nurs^^ho had formal training as a nurse educator, *a psychol- 
ogist and a nutr^itionist who was in graduate training at, the time. 

Of clients who came to the projeict, all presented -with self^defined . - 
health problems and those who had physical examinatidns or who in psycho- 
logical evaluations were found to'have remediable disabilities were offered 
health intervention. Those having severe chronic mental or pliysicaT health 
problems which were not believed to be airi^nable to rehcibilifation under, 
the program were referred to area health agenc'ies and/or to the local office 
of Vocational Rehabilitation and/or to the County Mental Health Department. . 
Clients having no demonstrai)le health problems were directed inttXETA job 
training or CETA or other employment as openings became avaflable. There, 
was no defined control group . All participants within the project were ia- 
vited to take part in job motivation classes conducted by the project co- 
ordinator and the psychologist. These sessions were designed to prepare 
clients for the work world and more specifically to give them information 
on the requirements for job training, how tQ handle a job interview, as 
well a*-, work attitudes and applicatioi^s and enployer-enployee relationships. 
Parjt'^ular attention was given in the sessions to the problan of* how clients 
should handle health problems in the job interview and work situation. 
Participants were interviewed apd re-lkamined three months after the initi- 
ation of health intervention and then again after another three months or 
at the completion of the feasibility project. At the time of these follow- 
up sessions, progress was evaluated as well as job readiness, the latter 
being assessed independently by the clients and by the project st;?iff. 
Health intervention was^-through in-house programs including weight l^educ- 
tion classes, health education, and mental health counseling. Evidence 
was obtained at the time of follow-up that health intervention contributed 
to employment. Clients working at the three-months follow-up period v/ere . 
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more likely to have recei^ 1^ health intervention and Jess likely to hSve^ - 

residual, health-, problems. * " * . 

< * 

As paij be, understood from this^description of the feasibility study, 
it dtffered^n several major respects from the -demonstration project* 
Staffing was different in that .the staff included. a trained psychologist 
and a nurse educator. Multiple^ sources of client refer/al .ware used^ 
Howeveri the pr-oject .facility was the same as the Ithaca faciV^ity used • 
in the demonstration project. The system of intervention differed -in 
lhat more emphasis was placed on job eiotivation." Findings with respect 
to common health problems and handicaps in the clients ware similar in 
the feasibility study and the demonstration project*. Several* problem 
arqas were identified during the, course of the^ feasibility study; At- 
the beginning, client referral was slow and those clients who were sent 
into the program'were those who had made little or no progress with other 
agencies . Tnese essentially were the kind of clients who were sent to 
. US' in the Syracuse program during* the demonstration project. However, by 
this time .these multiproblem people-with numerous *heal.th difficulties 
and Igng welfare dependence were less .likely , to be referred to. the 
Ithaca project sime the referral agency (Department of Social Services) ' 
was aware that they were less likely to be successful in a remedial health 
program. T-he project staff learned that it was Kard to teach clients 
whose motivation to overcome health pr^oblems was not well dev^iloped.' The 
project staff found themselves adopting a* custodial care role with those 
clients lea^t likely, to succeed. Another problem which was encountered^ 
wgs the limited number of gob training programs in the area whicfe^^clients 
could enter through the aegis of CETA. Again, looking back on these prob- 
lems we are reminded that these were the same kinds of difficulties that 
have more recently been encountered in WIN clients in our Syracuse project, 
including the limited numlier of job slots offered through the WIN program. 

'In both the fee.sibi.lity and the demonstration project non-compliance 
with prescribed treatment was no\, uncorranoh. Less motivated clients missed 
appointments in both projects whether these were for health intervention 
groups working within the project sites or for medical visits by referral. 
Enhanced iability to work with the Tompkins County Department of Social 
Services and thre New York State Employment Service in Ithaca during the 
demonstration project relates to the fact that they came to know and 
value .our services during the rsriod of the feasibility study. Though 
administratively the Cornell Health Rehabilitation Project never became 
a component either of the Department of Social Servic.es or of the 
Emp'lo.^'ment Service by general agreement, CHRP was atccepted as the agency 
for health determination and rehabilitation of clients who presented with 
health problems at these agencies which were believed to interfere with 
their employment or job training, 

7 ^ . 
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Table 51. Number of persons who lived with client, total sample 
Number of persons / - Number Percent 

Lives alone " 31 -• IZ.'^ ^ 

1 . - 52 " 20.3 

2 57 22f^2 
'3 ■ 50 • " 19li 

4 31 * 12.1 

5 or more 35 . • 13.8 
Total "256 ^ TOOTO 

Table 52. Ages^ of other household members, total sample 

Percent of all 

Ages of household members Number \ household members 



Infants < 1 yr. 


8 


1.2 


1 - 5 yrs. 


118 


18.4 


6-12 'yrs. 


221 


34.4 


ir- 17 yrs. 


130 


20.2 


18 - 20 yrs. 


42 


6.5 


21 - 25 yrs. 


37 ' 


5.8 


26 - 30 yrs. 


32 


1^ - 5.0 


3] - 35 yrs. 


13 


^ 2.0 


36 - 40 yrs. 


14 


2.2 


41 - 45 yrs. 


4 


.6 


46 - 50 yrs. 


9 


1.4 


51 - 55 yrs. 


6 


.9 


56 - 60 yrs. 


3 


,5 


61 - 65 yrs. 


3 


.5 


71 - 75 yrs. 


2 


.3 


76 - 80 yrs. 


1 


.2 


Total 


' 643 - 


100.0 



'Table 53. Marital status of other household membHH 



' Ca tegory Number Percent 



Married to client 62 9.8 S 

Married to other 17 2.7 

Single . 526 ^ 92.7 

DivcrcedJ 13 • 2.0 

Separated 10 1.6 

Widowed 8 1*3 

Total 636 100.0 




159 



-139 



Table 54. Relation|jhip of^ousehold members to client, total sample 

* , . - * Percent of all 
Category ^ Number household members 



Rel atives * 

Child 

Spouse 
- -Father 

Mother 

Grandchild ' 
Brother 
Sister 
. Cousin 
Aunt 

Unci e/brother-i n-1 aw/ 
stepfather 
Sub-total 



476- 
62 
4 
5 

^17 

U 
4 

■ 0 
1 

5 

59r 



70.9 
9.2 
0.6 
0.8 
2.5 
1.6 
0.6 
0.9 
0.2 

0.8 

"887r 



Nonrelatives 

Male friend 

Female friend 
' Son/daughter of friend 
Sub-total 



41 
25 
14 

80 



6.1 
3.7 
2.1 

TiTg" 



Total 



671 



100.0 



Table 55. Source of emotional support 



Percent of 

Category Humber positive responses 



Emotional support from spouse 28 8.8 

Emotional support from parent 42 13.2 

Emotional support from child 21 6.6 

Emotional support from clergy 13 4.1 

Emotional support from friend 103 32.4 

Emotional support from God 33 10.4 

Emotional support from' a relative 1)1 9.7 

Emotional' support from an agency 29 9.1 

Emotional support from doctor 10 3.1 

Emotional support from pet 8 2.5 

Emotional support from no one _26 • 11.9 

Total 318 100.0 
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56. Work/ eflucationa}- status of other household members, clients who 
had other household. members . . 

ory Number Percent 



Works, supports 
Works, ^ no support , 
Not working or in school 
In school 
In training 
' Preschool i 
Total- - 



53 

83^^ 
384 

12 

93 
639 



8.3 
2.2 
13.0 
60.^ 
1.9 

ir.6 

J 00.0 



Reasons why other household members werenjt working or in -school: ' 
30, could not 'find Qnployment* 7 were not trained to work, '7 /were too 
old. -to work, 27 had physical or emotional problem, -7. had acute medical 
problem, 8 had chronic medical problem, 6 had emotional problem, 4 were 
alcoholics, 3 were mentally retarded, 4 had a prison record (some gave 
more than on^ reason) o ' - 



Table 57^ J>ublic assistance and other non-wage income to other 
household membeVs ' . ' • • 



Category 


Number 


Percent 


A.D.C. ' 


486 


91.5 


SSI 


14 


2.6 


OVR ' 


1 


0.2 


Home Relief 


2 


- 0^5 


Disabled Veteran 


2 


0.5 


Social Security 


13 


2.4- 


Unemployment insurance 


1 


0.2 


Father or ex-husband supports 


n 


2.1 


aovernment allotment (father 






military) 


1 


0.2 


Total 


3ir 


100.0 



Table 53. Period of time client had lived in same place, total sample 



Category 



§ Clients 



% Sample 



Under 3 
Under 6 
Under' 1 
Under 5 



months 
months 
year 
years 



5 years or more 
Total 



72 
37 
42 
70 
30 
251 



28.7 
14.7 
16.7 
27.9 
12.0 
100.0 
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Table 59. Number of moves by recency of -move, total sample 
Category Moves in last year . Moves in last ,twp years. ^ 



N % N % 



None 114 43.8 88 33.8 

-1 79 . 30.4 74 28.5 

2 21 8.1 *34 13.1 

3 23 8.8 16 6.2 

4 10 3.8 16 6.2 

5 or more _J3 5.0 31 7.7 
Total . 260 Too IM' ^ ToO" 



Table 60. Number and percent of clients who responded positively to itei 
related to dwelling characteristics, total sample 



Category 



# Clients 



Expect to move within 

next year 
Happy with living 

arrangements now 
Meals included 
Cooking privileges 
Share kitchen 
Share bathroom 
Have a TV set 



% Sample 





33.5 


167 


66.8 


9 , 


5.4 


156 


96.9 


20 


8.0 


20 


8.0 


224 


90.3 



Table 61. 

Category 

House 
Trailer 
Apartment 
Other 
Total 



Type of present dwelling unit, total sample 

' ' Number Percent 

58 23.1 

19 7.6 

166 66.1 

8 - 3.2 

25T" 100.0 
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Table 62. Number of housing units in structure and number of rooms 
■in housing unit, total sample 





Housjng units 




Rooms in 


Ml imKav* 

iHuniDcr 


in 


structure 




housino unit 




N 


% 


N 


% 


One 


69 


27.5 


17 


6.8 


Two 


69 


07 C 
C/ .0 


3 


1.2 


iri»G6 or Tour 


38 


15.1 


60 


24.2 


Five or six 


22 


8.8 


119 


47.8 


Seven or iDore 


53 


21.1 


50 


on n 


Total 


25r 


too.o 


249 


loo.o 


Table 63. Ownership 


of housing i 


* 

jnit, total sample 






Category 




Number 




Percent 



, Landlord 
Housing authority 
Client 

^Client, (mortgaged) 
Total 



214 
28 
3 
7 



15Z 



84.9 
11.1 
1.2 
2.8 

ToO" 



Table 64. Person or agency that pays rent, total sample 



Category 



Number 



Percent 



Client 
Welfare 
Others . 

Client and welfare 
Client and others 
Welfare and others 
Other sources 
Total 



12 
193 
10 
14 
6 
6 
8 

247 



4.9 
78.1 
4.0 
5.7 
1.6 
2.4 
3.2 
100.0 
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Table 65. Responses to health attitudes and awareness questionnaire, 
total, sample 



Category 

1. Regular family doctor or clinic 
No 
Yes 
Total 



Number^ Percent 



51 

202 



•20.2 
79.8 

Too 



\ 



2. Time of last physical exjtn 

Never 

. More than 5 years ago 
Less than 5 years ago 
In last year 
Total 

3. Who gave last physical exam 

Own MD routine exam \ 
My MD health problem \ 
School MD 
Job physical 
Gynecologist \ 
Other \ 
-Total 

4. Was blood pressure checked at last exam 

Yes 
Np. 

Don ' t know 
Me^er had exam 
Total 

5. Was urine checked at last exam 

Yes 
No 

Don't know 
never had exam 
Total 

6. TB skin test or chest x-ray at last exam. 

Yes 
No 

Don't know 
Never had exam 
Total 



5 
7 

56 
184 



100 
62 
8 
23 
25 
30 



234 
13 

\ 3 
3 

253 



204 
43 
3- 
3 



115 
132 
3 
3 



2.0 
2.8 
22.2 
73.0 



40.3 
25.0 
3.-2 
9.3 
10.1 
12.1 

lira 



92.5 
5.1 
1.2 
1.2 

Tooro 



80.6 
17.0 
1.2 
1.2 

Too 



45.5 
52.2 
1.2 
1.2 

Too 



Hearing checked at last exam 
Yes 
No 

Don't know 
Never had exam 
Total 



145 
101 
3 
3 



57.5 
40.1 
1.2 
1.2 

Too 



174 
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Table 65, continued 
Category 

8. Eyesight checked at last exam 
Yes 
No 

Don't know 
Never had exam 
Total 



Number 



Percent 



160 


63.5 ; 




86 


34. "l /• 


3 


1.2 / 




3 


1.2 






loo.o 





/ 



9. Got advice from family planning service 
Never 

In last 5 years 
' In last year 
No, MD advised me * 
No answer 
Total 

10. When sick, how soon do you see MD 

Inmediately 
Wait a while 
Put it off 
Emergency only 
Other 

Total , , 

11. Doctor ever refused to treat 

Never 
Yes 
Total 

12. Why doctor refused to give treatment 

Didn't refuse 
Too far away 
On public aid 
I missed appointments 
Other reason 
Don't know 
Total 

13. Want to talk to psychoto^ist about nerves 

No 
Yes 

Go mental health 

Go to Family and Children's Service 
Private psychologist 
Public dnug rehab 
Total 



171 
24 
11 
38 
9 



69 
74 
47 
' 62 
1 



233 
20 
151 



182 
1 

10 
2 
7 
1 

203 



121 
108 
8 
2 

13 
1 

253 



67.6 
9.5 

14.6 

3.^ 
Too 



J: t 



27L3 
291.2 
18.6 
24.5 
6.4 
TOO 

i 

92.1 
;7.9 
TiOSTO 



189.7 
1 0.5 
4.9 
, 1.0 
3,4 
0.5 

Too 



47.8 
42.7 
3.2 
0.8 
5.1 
0.4 
100.0 
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Table continued 



Category 

14. Regular family dentist or dental clinic 
No 
Yes 

TotaV^ X 



More than 5 years ago 
. Less than 5 years ago 
In last year 
Total 

16. Who did last dental exam 

Dentist 
Hygienist 
School checkup 
Job physical 
Other 
Total 

17. Delay seeing dentist 

No ' 
Yes 
Total 

18. Eyesight checked, besides for license . 

Never 

More "-han 5 years ago 
Less Chan 5 years ago 
In last yiar 
Total 

19. Who checked eyes, not license 

Ophthalmologist 

Optometrist 
Own MD clinic 
Job physical 
School 
Other 

Doesn't apply 
Total 

20o Wear glasses 
No 
Yes 



Number Percent 



92 


36.5 


160 


63 5 




TOO C) 


2 


0.8 


fid 


?5 4 


48 


19.0 


1 oo 






inn n 


234 


94.4 


7 




0 

c 


n ft 
u* o 


1 

1 


n 4 

u. t 




1 .0 


24? 




107 
1 u/ 




1 "^Q 
1 Jtf 


R6 R 


7z?r 


inn n 




in ^ 


' 20 


8.0 


75 


30.0 


129 


51.6 




100. 0 


101 


42.4 


79 


33.2 


22 


9.2 


14 


5.9 


4 . 




3 


1.3 


15 


6.3 



^ 100.0 



90 36,1 
159 63.9 
249 100.0 
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Table' 65. continued 



Category 



Number 



Percent 



21. 



22. 



Year of new glasses," of those who 
wear glasses 

Before 1970 

1970-73 

1974 

1975 

1976 

1977 
Total' 

Year of last getting glasses, of 
-those who wear glasses 

Before 1970 

1970-73 

1974 

1975 

1976 

1977 



23. 



Total 



Reasons given by those who report delay 
in visiting physician (N=170) 
Fear or pain 

Afraid of serious problem 

Embarrassed by physical 

MDs prejudiced against welfare 

Religious reasons 

Can care for self 

Can't leave kids 

Don't have use of car 

There *s no bus 

Can't afford it 

MD's hours inconvenient 

Can't get MD 

For other reasons 



6 


' -4.2 


20 


13.5 


21 


■ 14.2 


28 


T8.9 


54 


36.5 


19 


12'. 8. 




" 100.0 



• 5 
17 
22 

30 
56 
17 
W 



3.5 
' 11.6. 
15.0 
20.4 
38.1 

ir.6 

TOO 



Percent of those 
who said yes 



7.6 
.20.6 
15.9 
17.6 

1.8 
71.2 
14.1 
24.1 
12.9 
12.9 

5.9 

5.9 
24.7 



177 
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Table 65. continued 

Percent of those 

Category ' • who' said yes 

24. When do you visit the dentist (N==218) 

For toothache - 53-7 

For decay or to fix filling 10.6 

When gums are. sore or bleeding 9-2 

When ha/eregularvappointment 14.2 ^ 

When want tooth pulled 48.2 ' 

Special scheduled treatment ' 28.9 

For new dentures' 23=9 

For denture adjustment ^ - * 22.5 

For denture replacement 22,0 

25. Reasons" given by those who report delay 
in visiting dentist (N=141) 

No dentists accept ^fedicaid ' 10.6 

Afraid he'll remove teeth 19.9 

Until really seems needful ^ 38,3 

Can't leave children • 9.2 

' . Transportation a problem- 9.2 

Really afraid of going 57,4 

Hours inconvenient for me ' 9.9 

Trouble scheduling appointments , 11.3 . 

Too expensive ' ^^•2 

Other reasons , 24.1 



^Does not total 260 because of missing information 
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Table 66. Medical Problems at birth, total sample. 

Diagnoses> ' I CPA. Code # clients 

Other congenital anomalies of .limbs '^755 4 
Other pongenital anpinalies of musculoskeletal ^ 

system ' • ^ - . ' 756 . 4 

Imiiknturity, unqualified . • 777 . ► 4 

Ul -defined and unknown causes of mcrbidityi 

/and mortality , / 795 * . 3 , 

The following ICDA Codes were also diagnosed in 2 clients: 775, 776,.. 
.778. ' _ " . ■ ^ / 

The following ICDA Codes were also diagnosed in 1 client: 360, 370, 
373,379, ^389, 424, 427, 486, 550, 741, 744, 750, 775. 



Table .67. Medical Prcblents during preschool years, total sample. 

Diagnoses ' ' ' ICDA Code # clients 

Acute laryngitis and tracheitis 463 9 

Asthma 493 7 

llype>*trophy of tonsil s .and adenoids 500 ^6 

Bronchopneumonia, unspecified - 485 5 

Streptococcal sore throat and scarOet fever 034 • 5 

•Strabismus . \ 373 4 

Pneumonia, unspecified 486 4 

-Appendicitis . 541 3 

Inguinal- hernia 550 3 

The following ICDA Codes were also diagnosed in 2 clientiT . 033, 269, 
381,, 785,' 850, 949, 996. 

The following ICDA Codes were also d^iagnosed in 1 client; 9.1, 10.0, 

043, 055, 072, 215, 216, 265, 269, 287, 339, 3-70, 377, 379, 387, 309, 

■390, 464, 480. 493, 507, 521, 541, 551, 61^ 680, 604, 692, 722, 735, 

744. 746, 750, 754,'. 782, 783, 791, 803, 804, 812, 813, 014, 827, 865, 

073,^84, ,92'9, 942, 954, 989;. 991. 



' ' \ 

\ 
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Table 68. Medical Problems during school years, total sample. 

Diagnoses ICDA Code § clients • 

Appendicitis 541 

Anxiety depression 300 

Acute tonsillitis . 463 

Hypertrophy pf tonsils and adenoids 500 

Strabismus / 373 

Pneumonia ^ 486 

Disorders of menstruation 626 

-Symptoms referrable to limbs and joints 787 

Concussion 850 . 

Benign neoplasm of sbuccal cavity and pharynx 210 

Drug dependence *' 304 
Special symptoms N,E.C. (includes sleep disorder) 306 

Polyarteritis nodosa and allied conditions 446 

Chronic bronchitis 491 

Asthma 493 

Infections of kidney 590 

Vertebrogenic pain syndRome 7d8 

Certa>in symptoms referrafele to nervous system 780 

Headache 791 

Fracture of clavicle 810 

Fracture of humerus 812 

Fracture of carpal bone 814 

Other ill -defined fractures of upper limb 818 

Fracture of tibia and f.ibula 823 

Open wound of knee, leg, except. thigh and ankle 891 

Injury, other and unspecified 996 




The following ICDA Codes were also diagnosed in 2 clients: 001, 034, 070, 
269, 277, 285, 303, 390, 507, 550, 690, 706, 724, 755," 802, 805, 816, 824, 
94 



The foTlowinq ICDA Codes were also 

107^ 021, 032, 033, 035, 041, 055, 

289, 295, 301, 303, 311, 345, 347, 

391, 398, 400, 424, 430, 455, 462, 

551, 564, 575, 595, 625, 691, 692, 

746, 755, 781, 783, 785, 787, 790, 

082, 884, 910, 911, 922, 940, 945, 



diagnosed in 1 

077, 079, 110, 

350, 374, 376, 

465, 480, 504, 

700, 706, 712, 

803, 804, 867^ 

954, 962, 996, 



client: 008, 009, 016, 
214, 219, 240,^245,-287, 
378, 379, 384, 307, 389, 
507, 511*^1; 533, 547, 
722, 725, -729, 731, 745, 
822»^826, 827, 828, 840, 
998. 
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Table 69. Medical Problems since leaving school, total sample. 



Diagnoses 



ICDA Co'de 



1? aliments 



Neuroses 

Vertebrogenic pair\ syndrome 
Disorders, of menstruation 
Obec-ity 

Essential benign hypertension 
Symptoms referrable .to climbs and joints 
Alcoholism ' ' . / 
Special symptoms N.f.C. (includes sleep 

disorders) ' ^ - ' 

Cholelithiasis 

Varicose veins of lower extremities 
. Headache, 

Hernia of abdominal cavity (excludes 
inguinal) 

Symptoms, referrable to respiratory system 
Nervousness and debility 
Drug dependence * • 

Diabetes mellitus - ' 

Appendicitis . , ^ 
Spontaneous abortion 
Menopausal symptoms 
Eczema .and dermatitis, NOS 
Synovi^'is, bursftib, and tenosynovitis 
'Symptoms refe^^'^able to genitourinary system 
Asthma 

Disturbances such as convulsions, spasm, 

dizziness', memory loss 
Infections of kidney > 
Displacement of intervertebral disc 
Other diseases of the eye* ^ 
Hemmorhoids 

Hypertrophy, of tonsils and adenoids 
/"Disorders of function of stomach 
Calculus of kidney and ureter 
Infective diseases of uterus, vagina, and" 

>^jlva ' ' 
ArtnNils, unspecified 
SymptomTTeiw^fab^ to abdomen^and lower 

gastrointestinal tract 
Injury, other and unspecified ' 
Myxidema 
Migraine 

111 defined heart disease . 
Chro»:ic bronchitis 



^300 
728 

• 626 
277 
•401 
787 
303 

306 
574 
45-4 
. 791 

551 
783 
790 
304. 
250 
541 
- 643. 
627 
692 
73r- 
786 
493 

780, 

590 

725 

378 

455 

• 500 
536 
592 



622 

7->5^- 

785 
996 

244 * . 
346 
429 
491 



.§2 
43 
"35 
28' 
28 > 
-24 
19 

16 
16 
15 
15 

14 
14 
14 
13 
11 
11 
■ 11* 
10- 
10 
10 
10 
9 

S 
8 
8 



■(<: 



6 
6 
6 
6 



Table continues on following page. 
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Table 69*Medical Problems since"* leaving^ school , ^total sample (continued)^ 

Diagnoses I CPA Co^- f clients 

Peptic -^ulcer ^ 533 6 

Cystitis ' . 595 6 

. Uterovaginal prolapse ^, 623 '6 

Pr^-eclampsia., eclampsia and' toxemia 637 . 6 • • 

Osteoarthritis and allied conditions '713 C 

Other diseases of joint 729 6 

' ^Other diseases of , muscle, tendon and fascia^^ 733- ^6 
Other general symptoms (Includes .rash > weight 

loss) ' ■ 788 6 

Fracture of ankle 824 6 

\ Superficial injury of trunk 913 6 

Adverse effects of antibiotics 9/30 6 

. Benign neoplasm of ovary . 220 5 
Other diseases of ear (includes wax in ear) . 309 * 5 
Acute tonsillitis , 463 5 
0th. diseases, upper respii -tory tract 500 \ 5 , ^ 
Diseas'fes of hard tissue of teeth 521 -/ . 5 
Inguinal hernia, S50 5 
Fufictional disorders of intestines 564 5 
Cholecystit-'s and cnolangitis 575 5 
Ectopic pregnancy 631 5 
Delivery complicated by fetop^lvic dis- 
proportion , 655 ^ 5 
Acute arthritis, pyogenic 710 5 
Disturbances of vision, hearing and speech 781 5 
Lipoma ^ ' ^214 4 
Schizophrenia ' 295 4 
Physical disorders presumably -of psychogenic 

origin " ' 305 4 

Epilepsy 345 ^ 4 ■ 

Phlebitis and thrombopW'ebiti'S 451 " - 4 

Chronic sinubit-' 503 4 

Ulcer of duodenum . 532 4 

Other diseases .of urinary tract 599 4, 

Salpingitis and oophoritis, uhqualified 614 4 

Other congenital anomalies of limbs 755 4 - 
Symptonis referr'able to cardiovascular and 

lymphatic system 782 ■ 4 

Sprains c ' strains, ankle and foot * 045 \ ^ 

Benign neu^lasm,* other female genital organ?/ 221 •\.3 

- "Unspecified anemia- . - 205 . ' 3 

Strabismus " ' . " • . '^^^ 3 * 

Hyper ten si,jie heart disease / ' ^^2 ,3 

/Acute* bronchi tis ^and b ronchi^^ 466 . ,3 

ViraV gneumonia * 480 • 3 

iBronchopneumoriia 485 3 

Pneumcinja, unspecified ^ 406 3 

•Other hernia of abdominal (%avity with - ^ ... 

obs*:ructio<i - 553 3 



• Table 



tiontinues on following page. 
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^Table 69,Medical Problems since leaving school, total sanple (continued), 

Diagnosis : ICDA.Code - if clients 

Cirrhdsis of liver 571 3 
Other diseases of liver (hepatitis NOS) 573 3 
Stricture of urethra 598 3 
. Pel vicMnflammatory disease 616. 3 
.Other diseases of^uterus r ** 625 ' 3^ 
Diseases of sebaceous glands 706 ^ . 3 
Urticaria , • ' 708 ^ ' 3 
Other ^diseases of bone 723 3 
Other congenital anomalies of musculo- 
skeletal system 756 ^ 3 
Fe'tal death of unknown cause 779 3 
' Fracture, of face bones 802 3 ^ , - 
Fracture, ribs, sternum and larynx 807 3 
Fracture^ tarsal, metatarsal bones'* 825 3 
Sprains, strains, of back NOS 847 3 
Contusion of hip, thigh, ankle, leg 927 3 

The following ICDA Codes we're also diagnosed in 2 clients: 112, 180, 

182, 218, 234, 239, 240, 280, 281, 299, 370, 377, 300, 381, 387, 398, 

492, 504, 520, 525, 535, 610, 611, 615, 620, 629, 634, 641, 642, 680, 

685, 696/698, 707, 712, 714, 730, 735, 800, 804, 813, 814, 816, 818, 

823, 826, 827, 842, 881 , 891, 959. 

The following ICDA Codes were also diagnosed in 1 client: 111, 135, 

151, 189, 213, 233, 269, 272, 273,^279, 287, 291, 294, 296, 298i 301, 

302, 309, 350, 352, 357, 360, 379, 384, 403, 410, 424, 436, 443, 450,' 

462, 4M, 465, 506, 507, 511 , 523, 528, 530, 547-, 552, 563, 577, 593, 

537,/604, 607, 612, 618, 621 , 624, 632, 644, 653, 654, 681 , 682, 683, 

690/^695,^700, 703, 714, 717, 737, 730, 740, 753, 758, 761, 762, 770, 

775, 777, 789, 805, 810, 812, 821, 822, 836, 850, 865, 886, 907, 912, 

9}K 918, 921, 943, 944, 961, 965, 966, 970, 979, 996, 998. 



\ 

\ 



o " ISP. 



ERIC 



-1 sa- 



lable 70. Diagnoses made at physical examination, inter^ysntioh and 
control groups. 

Diagnoses f 

Neuroses ' ^ 
Ob&sity not specified; as of endocrine origin. 
Alcoholism^ 

.Vertebrogehic pain syndrome ' 
Diseases )f hard tissues'of teeth 
Essential benign hypertension 
Poor hygiene 
Periodontal diseases 

Other diseases of muscle, tendon, and fascia 
Varicose veins of lower extremities 
Personality disorders 
Chv'onic bronchitis 
Cirrhosis liver 
Hild mental retardation 
Osteoarthritis and allied conditions 
Symptoms referable .to limbs and joints 
Hervousnei;s and debility 
Other nutritional deficiency 
dther herni4 of abdominal cavity without 

mention of obstr.uction 
Diabetes mellitus; 
Drug dependence 
Diseases of sebaceous gland§ 
Syn;ovitis, bursitis, and tenosynovitis 
Other congenital anomalies of musculoskeletal 

system 
Refractive errors 
Symptomatic heart disease 
* 111 -defined heart disease 
Acute bronchitis and .bronchiolitis 
Other diseases and copdtcions of the teeth 

and supporting structures 
Symptoir.s referable to respiratory system 
Other eczema and .dermatitis 
Pruritus and related conditions ^ \ 
Other diseases cf skin ^ 
Other diseases .of joint 
Curvature of spinQ 
Benign neoplasm* olF skin 
Borderline mental retard^ion 
Asthma 

Disorders cf menstruation 
Corns and callosities 
Arthritis, unspecified 
Displacement of intervertebral disc 
Symptoms referable to cardiovascular and 
-lymphatic system 



ICDA Code 


# cliei 


300 


113 


277 


/ . 65. 


303 / 


30 


728 / 


24 • ■ 


521 


22 


^401 


20 




19- 


523 


■ 19 


733 


14 


454 


13 


301 


12 


491 


* 12 


571" 


12 


■311 


9 


713 


9 


787 


9 


790 


9 


269 


8 


551 


' 8 


250 


7 


304 


7 


706^ 


7 


731 


7 


756 


7 


370 


6 


427 


6 


429 


6 


465 


6 


■ 525 


6 


783 


6 


692 


- 5 

• 


698 


5 


709 


5 


729 


5 


735 


5 


216 


* . 4- 


310- 


4 


493 ' 


4 


626 


- 4 


700 ^ 


4 


715 


4 


725 


/ 4 


7C2 


4 
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Table 70. Diagnoses made at physical examination, intervention and 
^control groups, continued. * • 

biaqhoses ^ \ I CPA Code # clients ' 



Other viral diseases ,079 3 

Physical disorders of presumably psychogenic 

"origin ' , 305 3 . 

Other diseases of retina and ofStic nerve 377 3 . 

Other deafness ' 389 3 

Gastritis and duode»+tis - 535-3 

Hallux valgus and varlis 737 3" 

Other deformities 738 3 
Certain symptoms iceferable to nervous system 

and special senses 780 3 



The following ICOA Codesjyere also diagnosed in 2 clients: 110, 214, 
274. 295, 297, J45-r346, ,373, 379, 381, 424, 443, 455, 456, 686, 690, 
695, 704', 781( 789, 791, 824, 881.. , - 

The following ICDA ^odes.-wefe also diagnosed in 1 client: 009, 034, 
044, 078, 097, 111, 132, 133, 134, 135, 206, 240, 244, 263, 265, 273, 
278, 279, 280, 281, 282, 287, 291, 302, 306, 312, 347, 350, 352, 353, 
357, 360, 378, 380, 384, 386, 387, -395, 402, 412, 451, 460, 461, 464, 
49'2', 507, 522, 550, 564, 574^ 610, 611, 621, 623, 624, 627, 6.'9, 691, 
705, 708, 710, 717, 723, 7ri, 726, 741, 746, 750, 755, 770, 77^, 784, 
785 , 788 , 805 , 813 , 814, 816," 827, ,-83^ 845, 883, 916, 918, 923, 974, 
990. ^ 



Table 71. Diagnoses found among clients who refused to participate 



after evaluation (22 clients) 

« of 

Diagnoses ICDA Code . clients 

^ - 

Obesity . 277 31.8 

Neuroses , 300 22.7 

Poor hygiene -~ 13.6 

periodontal disease 523 ^ 9.1 

Other dental conditions- ' • 525 9.1 

.Endometritis 622 • 9.1 

Acute^septic arthritis 710 9J 

Injury, mother and unspecified^ 996 9.1 



The following also were found in one client each (4»5%)': 216, ?78, 
301 , 311 , 340, 346, 379, 381 , 3M7, 491, 492, 493, 521, 551, 68U 
746, 780, 781, 783, 787, 793, 819,^827, 996 
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Table 72. New diagnosss made at follow-up physical examination. 



Diagnoses ICDA Code # clients ■ 



Symptoms referrable to respiratory system 783 6 

Symptoms referrable to limbs or joints 787 6 

Other diseases of joints ~ 729 5 ^ 

Nervousness and debility 790 5 

Essential benign hypertension 401 4 

Diseases of hair and hair follicles 704* 4 

Symptoms refer rabl-e to genitourinary system. 786 4 

Acute pharyngitis • ' 462 3 

Other diseases of stomach and duodenum 526 3 

Disorders of menstruation 5^37 ■ 3 

Symptoms referrable to upper gastrointestinal 

tract 784 3 

Headache . 791 3 



The following ICDA Codes were also diagnosed in 2 clients: 627, 
629, 699, 706, 710, 711, 715, 732, 781, 788. 

The following ICDA Codes were also diagnosed in 1- client: 001, 003, 
009, 034, 069, 132, 133, 138, 232, 251, 277, 278, 300, 301, 307, 369, 
380, 455, 461 , 465, 470, 480, 490, 503, 511 , 532, 55'., 564, 569, 572, 
623, 631, 717, 780, 807, 836, 900, 997. 
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Table 73. ^ 

Suinniary of Current Diseases and Salient Antecedent Events in Medical 
history of Clients Who Were Not Accepted by CHRP for Active Interven- 
tion or Control Categories Because of Serious ^ Multiple- Health Prob-^ 
lems Not Deemed to be Remediable. 



Sex Age 



Ithaca & Syracuse 
Current Diseases 



Salient Antecedent Events 
in Medical History 



F 35 organic brain damage 
hypertension 

mental retardation (acquired) 

M 24 schizophrenia 
undernutrition 

M 56 diabetes mellitus 

diabetic retinopathy 
chronic alcoholism 
Dupuytren's contracture 

M 24 . antisocial behavior 

(in jail dfter referral) 

F 37 delusional psychosis 
(schizophrenia) 

F 50 obesity 

umbilical he»^iia " 
varicose veins 
dermatitis 
edema 

F 50 paranoid schizophrenia 
deafness 

F 47 arthritis of spine 
lumbar jcoliosis 
^ polycythemia 
^ dyspnea 

F 33 ^ hypochondriasis 

anxiety neurosis (severe) 
obesity 

epigastric hernia 

M 28 coVifusional psychosis 
poor hygiene * 
dental caries 
partially edentulous 



subarachnoid henprrhage 



concussion 

in psychiatric care 
« 

dern#feltis 



alcoholic psychosis 



constitutional psyc"hopat)iology^ 
drug abuse (cocaine) since 1972 
head injury 
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Table 73' continued* 



Sex Age 



Ithaca & Syracuse 
Current Diseases 



Salient Antecedent Events 
in Medical History 



31 visual handicap - severe- 
bilateral (late effect 
of cataract surgery) 

vertebrogenic pain syndrome'' 

obesity 



46 rheumatoid arthritis 
cystocele 

urinary incontinence 
obesity 

40 urinary incontinence 
angina 



M 33 Kyphoscoliosis 
obesity 
dyspnea 

periodontal disease/dental 
caries 

F 41 mental retardation 
visual handicap 
vertebrogenic pain syndrome 
hypertension 
obesity 

H 40 late effects of pulmonary 
tuberculosis 
hypertensive heart disease 
pelvic tumor 

vertebroenic pain syndrome 
anxiety - depression 
hydronephrosis 
obesity 

M 33 radiculopathy 

[requirement for neuro- 
logical workup] 

M 40 seizure disorder 
chronic carditis 
dental caries 



congenital cataracts 



arthritis 

incontinence - urinary 
congestive heart failure 



heart-disease 



emphys^a . 



back problem 
"nerves" 



tuberculosis 
hypertension 
back problem 



herniated, intervertebral disc 



rheumatic fever 
head injury 
seizure disorder 



petit mal 
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lable 74o Present'WIN status of Syracuse clients in, intervention and 
control groups 



Status 

Code Status 



Intervention \ Control 
clients * clients 



N 



N 



% 



105 Institutional training 

(WIN-funded) 

107 CETA training 

209 WIN PSE 

301 Working registrant 

801 Unassigned 

802 60-day' counseling 

803 Job search 

930 Employed after reg. off 
AFDC 

940 Dereglstered as exempt 

945 Off AFDC - other 

950 Sanctioned 
Missing 



1 


2.7 


0 


0 


1 


2.7 


1 


2.5 


0 


P . 


1 


2.5 


3 


8;!/ 


1 


2.5 


7 


1819' 


5 


12.5 


1 


2'. 9 


■ 0 


0 


5. 


13.5 


4 


IC.O 


2 


5.4 


2 


5!o 


13 


35.1 


18 


45.0 


0 


0 


1 


"2.5 


2 


5.4. 


7 


17.5 


17 




14 




54 




m 
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Ithaca 



Female, age 257 head of hdusehold, 1 child, aga 6; left school with 
a BOCES-Special Attendance diploma. 
Past Health History- allergic dermatosis, tubal ligation. 
Presenting Health Problem- stomach pain. 

Chief Physlcal/PsycholocilcaT findings -borderline mental retardation: 
Wais score 70; init^lal Hypochondriasis score 16, final score 8. 

Social Evaluation at initial- impaired learning ability, emotional 
immaturity,, traumatic Incident of being deprived of he*^ family through 
personal tragedy, several crises including .the husband's suicide. 

Social evaluation' at final- client demonstrating soctal nmturity, 
decision-making capabilities and had* assumed virtually total respon- 
sibility for herself and her daughter. 

Current Welfare Duration -Five (5) years. 

Welfare Support at Initial - $224. 00^ at final $180.35. 

Intervention- The- client's response to psychological, job and social 
support counseling was excellent. She was also accepted for literacy 
training program. (58 contacts) 

Work HIstory/Status- before coming to CHRP and up to six (6) months 
after intervention started, she had no job skills and was not employed- 
At the six (6) months' stage of intervention, she started working as a 
ma^-^t $2.50/hr., still maintains tnis job, and is held in high regard 
by her employer. 

Final staff evaluation; CHRP was designated primary contact because of 
counselor availability and a total support systemiwhich was critical " 
to success. CHRP was very effective in* promoting employabillty and 
her job is considered to be permanent. 

Female, age 28, head of household, 2 children, ages 6 and 3; high 
school graduate. 

Past Health History- Fractured leg, juVStvile arthritis, irregular 
tnefnses and menstrual cramps,' Choi ecN^stiitis, Migraines. 
Presenting Health Problem- Overweightl / 

Chief Physical/Psychological findingA- gross obesity, anxiety neurosis, 
thoracic-outlet syndrome. WAIS scoir^ll32, initial Hypochondriasis 
score 25, final score 20. ^ ' ^'"^ 

Social Evaluation at final- She pifnained very nervous^ and emotionally 
immature. She did not engage in outside actlvitiesJjnd lacked, 
motivation for improvement of physical and emotional problems. 

Current Welfare duration - 4 years 

Welfare support- at InTtTal - %7ni.^^^ final $377^00. 

In terv^j>yion- '=^airly cooperative for health education, unresponsive 
to weight reduction and psychological counseling after job., coun- 
seling -rejected jobs offered; Pain still pitssent in arm after consults 
with, various doctors. (33 contacts) ' . 

Work History/Status- held 6 different jobs from 1967-157-3 doing farm 
woi'k to nurses aide work. At initiaj and final contacts, she remained 
unemployed. 

Final Staff evaluation : She did not make progress on any of her goals 
and was non-compliant after a certain point. Because of her weight 
problem and persistant severe pain and .aiixlety, ^ promoting employ- 
ability in this case was ^ot Ci-fective. " 
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' . Female,' age 35, head of household, 5 children, ages 13^ 12, lU 8, 1. 

After graduating from high school, she completed two years of college. ' * , 

. Past Health Histo ry-CoTftis, Infectious Hepatitis, Pneumonia, Cholecystitis, 
Pc5pt1#ulcers, Cfironic Bronchitis. 
' . Presenting Health Problem- Chronic Bronchitis 

Chief Physical/Psychological findings- Chronic Bronchitis and sjck role 
behavior. WAIS score 105, initial Hypochondrias score 22, final score 12. 

. Social Evaluation at initial - Personal (financial) problem5.v inability 
to find appropriate job, child care problems^, welfare resentment, 
easily upset/ angry. 

. Social Evaluation at final- When she was working, she was extreme^ly busy 
* and happy at work and home. When not working, she. became depref$ed.^ 
Her psychological status seemed directly related to her financial 
situation and employment. 

. Current Welfare Duration- 7 years. 
, . W elfare Supporu- at initTal $498;00, at final 305.85. 

. Interventio n-A very good response to psychological and health education 

counseling was seen, with an excellent response to job counseling. (28 contacts) 

. Work History/Status- ln 1970 before coming to CHRP, she held 1 job for 3 
jnonths as a cashier. ,She was unemployed until 3 months, after inter- 
vention was started at which time she became a cafeteria supervi^'cr 
full time at $2c.30/nr. At 6 months, she still maintained the ^m^ jib 
with added responsibilities of retail manager". She received $3.21/hr. 
At the present time, she is a^Nutrition Aide being paid $2.65. 

. Final Staff evaluation- Because of her need to improve her financial 
situation -but wo*"^ at a job she enjoyed, this client had to be guided 
away- from inappropriul: work goals. After CHRP helped her obtain a 
job at which .she was doing very well, her work potential was improving 
as home responsibilities diminished. CHRP was very effective in ^ 
promoting employability. ' _ 



. Female, age 31, head of household, 1 child, age 10; 11th grade education. 
Past Heal th Hi story- Tonsi 1 litis. Tonsil lectorr\y, Chololithiasis, 
Cholecystectomy, back injury. 
. Presenting Health Problem- back trouble. 

. Chief Physical/Psychological findings- facial acne and neurosis. WAIS 
score 90~iTfi'tial*^Hypochpndrias score 10, final - missing because 
client refused follow-up. 

. Social Evaluation at ^initial - Wei fare institutionalized, emotionally 

, unstable because of recent separation from husband and anti-social 
attitudes toward others. 

. Social Evaluation at final- Client refused to return for 3-month evalua- 

• tion, still welfare Institutionalized. 

. CufVent Welfare Durdtion- 2 j/2 years.. * . 4 

. Welfare support at 1n 1 t1al- $212.00, at^final $212.00. * 

. Intervention- CHRP had started psychological , -job, social- and health 
education counseling which was rejected by client. (41 contacts) 

. Work History/Si:atus -held 3 different jobs in 3 years. After, rejecting 
CHRP, she held a job as a teacher's aide for 2 weeks, but lost it be- 
cause of her anti-social attitudes toward other aides and students. 

. Final Staff evaluation- This cli:snt, being anti-social ^and not motivated- 
toward rehabilitation or workj rejected CHRP and the referring agency 
was contacted. CHRP was not effective in promoting employability. 
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. Femate,.age 34, head of household, 2 children, ages 13, 7; 10th grade 
edimtion. 

. Ra^Health History- niiscarriage, tonsil lectoniy, com[)ound fracture, left 
^'^^ankle, 2 fingers broken on right hand, hysterectomy, herniated lumbar 
disc with removal or L-5 and F-1 , wrist slashing and 3 drug overdoses* 
Presenting Health Problems- back problem, depressiono 

^ Chief Physical/Psychological findirrgs - deformity of 4th finger-right 
\ hsnd, late effects of back surgery, anxiety, depression. Beta score 
NJ05, initial Hypochondriasis score 15, final 14o 

. Sd^iaT Evaluation' at initial- Problems with family relationships, child 
ca^e, transportation. 

. Socia^ Evaluation at final -After obtaining her job, she had more self- 
confidfeQce and when she came in for her 9. mo. follow-up, she had no 
new heaUh^^problems. She found a daycamp and sitter for her children 
with CHRP l^elp. She eventually was able to budget her income and buy 
a car which was needed for her job and transporting her children. 

. Current Vlelfare>duration- 7 years. 

. Welfare support at initial- $l72.50, at final $OoOO. 

. I ntervention- Eval Ma ti on and consultation regarding, her back, staff 
support and job cbuTiseling with excellent response. (20 contacts) 

. Work His^tory/Status- Assembly line in 3 different factories, molecular 
research, and lab technician. At initial, she was unemployed. After 
3 mOo intervention, she started working as a lens cleaner at $2.50/hr. - 
and after 9 mo. was made Department Supervisor at $3.25/hr. 

. Final Slaff Evaluation- Highly motivated to work at initial and with the 
support and counseling of CHRP many of her problems were solvedo CHRP 
was very effective in promoting employabil ity and her job is considered 
to be permanent. * ^ 

Female, age 32, head of household - 3 children, ages 12, 10, + 9 mos. 

(9 mos. old born after initial); high school graduate. 

. Past Health History- Acute intermittent porphyria, dermatitis, pelvic cyst, 
spontaneous abortion with complications, salpingitis, tonsillitis, 
tonsillectomy, kidney infections. 

. Presenting Health Problem- Dryness of hands recurrent incapacitating illness. 

. Chief Physical/Psychological findings- Obesity, dermatitis, acute inter- 
mittent porphyria. Beta score 108, hypochondriasis Gcore initial 12, 
final 11. 

o Social evaluation at initial- Very outgoing and vivacious. Motivated to 
find work. Would benefit from vocational counseling. Wants a good job 
so she can get completely off welfare. Interested in weight reduction. 

. Social evaluation at final - Very happy, many^ personal problems cleared up 
after last child was bom. Still needs weight reduction. Not employed. 

. Current welfare duration - 3 years. 

. Welfare Support at InTETal - $308.00, final $321.80. 

. Intervention- Because of employment, weight reduction response was moderate, 
job, support, health education counseling had a good response. (26 contacts) 

. Work history/status- Before coming to CHRP, she held 9 different jobs in 4 
years as either a waitress or secretary. At initial contact, she was 
unemployed. .At 3 months she was a waitress part-time. At 6 months, she was 
enrolled in a CETA secretary course. At 9 months, she returned to the 
snack bar as manager $3.00/hr. At final evaluation - unemployed with 9 
month old son. 

. Final Staff evaluation- Client still overweight and with a 9 month old son 
which impedes employment. School contacts and enrollment were through > 
O CHRPo CHRP was moderately effective in promoting employment. 

'193 



-163- 



. Female, age 26, head of household, 1 chiid, age 2; high school graduate. 

• Past Health Kistory- Tonsil litis, tonsil lectoniy, back problem. 

. Presenting Health PVobl em- Physical exam requested by referring agency. 
. Chief Physical/Psychological findings- poor muscle tone, minor hemorrhoids, 
back problem. Beta score 108, initial Hypochondrias score 4, final score 4 
t>gial Evaluation at. initial- difficulty in relating to people, inability 
to^cate job; lack of job skills and training, difficulty in gaining 
custovjy of two .children who lived with ex-husband. _x - " 

o Social Evaluation at final- In the 6 months following her initial involve- 
ment wit^ CHRP, she had two part-time jobs, had remarried, was off 
public afsls.tance- and'^seemingly very happy. 
.. .Current Vtel fare duration- 1 8 months. 
. Welfare support at inTTral- $250.00, final $0.00. 

. Intervent'ion- Responded to back evaluation and therapy sessions with CHRP 
support.!? Missed several psychological counseling sessions. (10 contacts) 

^ Work Histbry/Status- Before coming to CHRP, her last year of employment 
was 1973. Before 1973, she held 6 different waitress and secretarial 
2flbs\ At heysHnitial appointment, she was unemployed. At 3 months, 
she woif^ked part-time as a sales girl and at 6 months, she added a second 
part^me waitress job ($2.30/hr. - $lo65/hr.). At final evaluation, 
she a|^so added a third job as a companion which gave her $10C/weeko 

. Final Staff Evaluation- Because of her motivation to work and the 

counsel ing received from CHRP, she was able to purchase a* bicycle for 
exercise and transportation and find daycare for her child. She was 
able to cope with people in her job and community. In the future, she 

. may refresh her secretarial skills. CHRP was very' effective in pro- 
moting employability. 

/ • :*f * * ★ ★ ★ ★ 

o Female, age 42, head of household, 1 child, age 15; 10th grade education. 
. Past Health History- recurrent colds, viral pneumonia, leg cramps. 
. Presenting Health Problem- Physical exam requested by referring agency. 
. Chief Physical/Psychaloqical findings- neurosis. Beta score 103, initial 

Hypochondriasis score 12, final score 4. 
. Social Evaluation at initial- Lacked confidence, inability to find job, 

lonely, lacked involvement and contacts with others, recent separation, 

problem dealing with being single and independent and a daughter with 

behavorial problems. 
. Social Evaluation at final- Working involvement with local politician 

helped to improve her typirfg skills and overcome several personal 

problems re: separation and to improve her self-concept. Continued 

to have difficulty with her daughter. 
. Current Welfare duration- 5 months. 
. Welfare Support at inTEral- $212.00, at final $0.00. 

• Intervention, - This client's approach to psychological support and job 

counsel i ng was excellent. All lon^ and short term goals were approached 

or reached. (58 contacts) 
. Work History/Status- She held 2 jobs in 7 years working as an office clerk. 

At initial, she was unemployed. At 3, 6 and final evaluations, she had 

been employed as a secretary and receptionist doing general office work 

at local health programs and hospital. 
, Final Staff Evaluation^ She was very cooperative with CHRP. Skills were 

upgraded through recommended volunteer job, and self-confidence 

generally improved. CHRP was very effective in promoting .employability* 
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. Female,, age 23,. head of household, 2 children, ages 2 and 3; 9th grade 



education, 

".. Past Health Histol^ vaginal yeast infections, peptic 'ulcer, appendecton\y, 
tubal ligation. 

• Present Health &Koblem- Gough". 
Chief"Physical/Psycnoloq1cal findings ; acute bronchitis, emotional 

- problems, peptic Ulcer. Beta score 99, initia.l Hypochondriasis score 7, 
' final 4.-. 

• Social Evaluation at initial - At the time of initial , she was involved 

In group and Individual counseling in a drug rehab, program. She 
lacked education anjd job skills. Conflict between client and her mother. 

. Social EvaluatioTi at final - Because of QHRP involvement, she was able to 
/ obtain a job and become more open and more enthusiastic about making . 
/ soipe positive changes in her life. 

'. /Current Welfare duration- 3 years. * ■ 

./ Welfare Support at 1n1t1al- $3S0.00. final $0.00. 

./ Intferventlon- Evaluatlon of peptic ulcer, support, job, health education 

/ and. psychological counseling responses excellent. Rehab, concurrent 

/ at both CHRP and drug rehab, program. (17 contacts) 

/. Work History/Status- before coming to CHRP, her last job wa-s in 1974. 
/ She had 2 different. secretarial positions and a nurse's aide job (all 
3 jobs combined lasted 8 months.) From 3 mo. evaluation to end of 6 
month evaluation., she was employed for $3.00/hr. as a laborer In a 
factory, (then layedjjff) at final evaluation, she was a secretary with 
CETA, Job Training for $2.65/hr. 

. Firtal Staff Evaluation- Because of ^her excellent response to counseling 
rehabilitation and the motivation for employment, CHRP found her easy 
to work with and a good prospect for continued future employment. 
CHRP was very effective in promoting empVoyability. 



. Female, age 37, head of household, 2 children at initial, ages 11, 13; 

at final, 3 children - baby born in Oanuary'78; 10th grade education. 
. Past Health History- Coma from diphtheria, goiter, migraine, auto accj- 
. dent-lacerations, whiplash, broken blood vessels in right ankle. 
. Presenti ng Heal th> Pirobl em- Hi gra1 ne. 

. Chief Physical/PsychOlogfcal findings- Varicose veins, mild dermatitis, 
low vital capacity, migraine, anxiety. Beta score 116, initial 
hypochondriasis score 1.5, final 10. , \ 

. Social Evaluation at initial- Client felt isolated living in the country 
with transportation and child care problems although enjoyed living 
in the country. She was reserved, intelligent, clinging and insecure. 

.' Social Evaluation at final - Unemployable because of new baby at home, 
stm Isolated with child care problem. 

. Xurrent Welfare duration- 7 months. 
Welfare support at 1nlTral- $200.00, final $155.i]0 plus unemployment benefits- 

. I nterventi on- Had surgi cafconsul tati on regarding varicose veins and pain 
in right arm, excellent response to job counseling . (9 contacts) , 

• Work History/Status- Last job was in 1975. She had worked for 7 years 
at 5 different Jobs, 3 as cashier, 1 in book bindery, and 1 as folder 
1(1 linen company. At 3 and 6 months' follow-ups, she worked on assembly 
line for $3.00/hr. At final, she was unemployed because of lay-off at 
' factory. 

. Final Staff evaluation- Because of lay-off and pregnancy, motivation to 
work- may be questionable. CHRP was very effective in promoting initial 
■•' employabllity. ~ l <*)cr 




******* 



Female, age 27, head of household, 2 children, ages 4, 5; high school 
graduate^ 

PasOeaTth .His,tor-y- strabi sirius , depression. 

Presenting Health Problems- Physical exam requested by 'referring agency; 
Chief Physical/Psychological findings- Under nutrition. Photophobia, arixiety- 

depression, acne, dental caries. Beta score 106, Hypochondriasis at initial 

23, final 9." ' . 

Social evaluation at. initial- Extremely self-conscious, afraid of others, 
and quite confused about her personal needs- and feelings. 

Social evaluation at final - She gradually gained confidence in herself; 
her personal appearance improved; became more involved with outside 
interests, established friendships and overcame her faar of others.. 

Current Welfare duration- 3 1/2 years. . ' ' 

Welfare Support at initial- $355.d0, finarS231 .80. 

Intervention- With the combined efforts of CHRP and the referring agency » 
the client's respon,se.s to health education, jlental treatment and p<>ycho- 
logical counseling- 'were excellent. The client was counseling re: 
employment, had ?ome job interviews but-was not* ready for employment 
(35 contacts) 

Work history/status- Before 1975, she had held 4 different secretarial 
-and factory jobs in 4 year^. At initial, 3 months, and 6 months, she 
stayed -unemployed. At the final evaluation, she became funded by OVR 
for a 4-year program at Wells Col'lege. 

Final -Staff Evaluat-ion- With the total support of CHRP and the referring 
agency, her self-image improved with counseling and she was guided into 
college which makes her" prospect for future employment excellent. 
^ ******* 

Male, age 30, head of household, with 3 children, ages 5, 7, 11; 5th grade 
education. 

Past Health History- Strabismus, fracture of left wrist, laceration over right 
"eye, abdominal injury. 

Presenting Health Problem- Injuries from recent auto accidsnt. 

Chief P hys ical/Psychological findings- post- traumatic nerve injury, visual 
disability (amblyopia - right eye), mental retardation, alcoholism with liver 
disease. Beta score 74, hypochondriasis score initial 3, final 4 

Social evaluation at initial- Congenial, cooperative and quiet. Had good 
resources and was mildly retarded both intellectually and culturally. 
Motivated to find work, most likely to succeed in unskilled labor. 

Social evaluation at fjnal- As more personal problems developed, this client 
returned to drinking, ^is children were unexpectedly tal'.en out of state 
by his wife. He lost his job and became depressed. Expressed interest 
in -learning to read and write and is still looking for employment. 

Curren.t.Welfare duration- 5 years 

We-lfare Support at inftTal- $389.60, final $224.00. 

Intervention' -He was very cooperative during job, psychological, health 
education and rehabilitation counseling. Alcohol counselling was accepted 
by him for 3 months at which time he had some personal problems and he 
could not fin'd a job and became very depressed. (142 contacts) . 

Work history/Status- Year of last job - 1976. Previous enipl.oymerit ' - 6 years 
employed as a lumberjack and custodian. At initial, he was unemployed. 
Had- a total of 16 job interviews, including jobs for one day to jobs 
lasting for 23 days. The duration of these jobs made him more motivated- 
to find the right job but also it made him drink more. CHRP, at his request, 
contacted a previous empT(iyer. At 6 months, he stopped drinking with 
Antabuse, R^ employed in Salt Mines at $5.02/hr. At final, he was un- 
employed but looking for work. 
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• Final Staff evaluation- Because of family c,risis, this client lost his 
job and subsequently returned to alcohol. , Recently, he was in a detox 
unit and' now in A<»A. There is high motivatjon to return to work. CHRP 
Was, very effective in prompting employability. 

' * * * ★ ★ ^ ★ 

. Female, age 30, head of household, V child - age 9 and 1 child age 11 
who after initial interview, was placed *in a foster home; 11 1/2 
years of school. 

. Past Health History- tonsillitis, tonsillectomy, deafness, blindness, 

obesity, umbilical, hernia, ^arthritis, urethral block, sinusitis. 
. Presenting health problem- Obesity. 

. Chief Physical/Psychological findings- Obesity, limitation of movement- 
left-ankler-knoGk-knees-i-scarHng -tympanie membr-jine, visual defect - 
right eye, sick role behavior. Beta score 110, hypochondriasis score- 
initial 21 , final 11. \ ^ o ^ 
. Social evaluation at initial- Social problems' with 11 yr. old daughter. 
Had transportation and child care problems. Her arthritis limited her 
movement which was compounded by her weight. 
. Social evaluation at final - 11 yr. old still undergoing psychological 
counseling and in a foster home. Client still lacks transportation 
and employment. 
. Current welfare duration- S years. 
. Welfare support at initia'i- $16.86, final, $39.00. 
. Interventiqn- Her response was very cooperative to evaluation of knees, 
eyes and job counseling <, Her response to weight reduction was fair. 

(34 contacts) . — — 

. Work Histofy/Status- Her last job before initijlj/as-^in-WS'; — She Ra3 
held 31 part-time maid and teacher^'s'^Tairjobs for 2 years. At initial 
interview through 3 months, she was working part-time as a teacher's 
aide. At 6 months, she took a secretarial course and had a CETA 
receptionist job for the summer. At final evaluation, she was unemployed. 
. Final Staff evaluation- Still in need of weight reduction. Still actively 
seeking employment. Prospect good for CETA job, CHRP was moderately 
effective in promoting employability. 

******* 

. Female, age 42, head of household with 2 children, ages 9, 15 at hon)e 

and a 19. yr. old in college;. High school graduate with 1 year of college. 
. Past Health HTStdry" Paift in stomach identified as nerVeSr^ chol^systitis^ 
cholecystectoiny, back pain, laminectomy, breast biopsy, abdominal pain. 
. Presenting Health Problems- Overweight. 

. Chi ef Physical /Psychol ogi cal f indings- Obesi ty , limited mobility spine, 

spastic colon. Beta score 117, hypochondriasis score initial 6, final 4. 
. Social evaluation at initial- Very outgoing but'rfeeded weight reduction 

to eliminate other health problems. Realized the need of better paying job. 
. Social evaluation at fina l-Moved to New Jersey to a better job. Weight 

loss of over 30 lbs. Motivated to improve self and family. 
. Current welfare duration- 6 years 
. Welfare support at initial- $l 18.55. final $0.00. 
, Intervention- Very good response to weight reduction and consult and 
'rehabilitation re: her back. (1.7 contacts) 

\ ' ' 
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Work history/status- Employed 13 years full time and 4 years part-time, 
as office clerk, tSaleswoman, laundry worker,- secretary and nutrition 
aide. At initial, she was making $3>50/hr* as a nutrition aide, at 3 
months,, she moved to New Jersey as a bookkeeper and Salvation Army 
Program Coordinator. 

Final Staff evaluation- Client needed very little nelp with employment 
because she had the motivation. Insights into weight reduction and 
thesjoss of .30 plus pounds definitely increased- her potential for , 
longevity of employmento CHRP v/as moderately effective in promoting 
empToyability. 

★ * * ★ * 

Male, age 26, head, of household, 1 child age 5; 10th grade educations 
High school equivalency received 4/77. 

Past Health History- tonsillitis, tonsil lectornyj crooked legs, dental 

caries, acute_bxorichjJtls.,. rJght. knee.Jnjury^ ^ . — 

Presenting Health Problems- physical exam ne<(uested by referring agency o 
Chief Physical/Psychological findincis- crepitus right knee, dental caries- 

^Beta 106, hypochondriasis score initial 1, final 1< 
Social evaluation at initial- Pleasant, friendly and cooperative. 

Motivated to find work but had difficulty in defining his work goals. 
Social evaluation at final- Client expressing better decision making \ 
-capabilities and interest in printing as a career. i 

Current welfare duration-1 6 months. — — ^ — 

Welfare, support at initial ^ 220^6,-^na->^t)700: 
_IjlteCT^rv&4<)n- "€o0]re^ during knee consultation, dental treatment, 

and iob counseling. (10 contacts) ^ 
Work History/status- employed 3 years and held 6 different jobs. At initial 

he was unemployedo At 3 months - janitor $2.35/hr, 6 nwnths - different 

janitorial job - $2.35/hr. at final lithographer in New York City- 
Final Staff evaluation- Outlook good for continued employment. CHRP was 

moderately effective in promoting employabil ity. 

Female, age 26, at initial-head of household-now married. 3 children, 

4, 7, 8. Went through 12th grade, did not graduate. 
Past Health History- Injury to face, sight poor in right eye, muscle 

spasms, laceration left hand, back injury. 
Presenting Health Complaint- headaches, bad teeth. ^ 
Chief physTc a T/psychological findings- Sick role behavior, rales both 
J^TunglS^^ neal -war-ts.,.-abdomi nal tenderness 

(retroverted uterus), late effects of injury left handj lordosis. 

Beta 106, hypochondriasis at initial 19, final 15. 

Social Evaluation at initial - Very isolated and withdrawn with no friends 
and had been disowned by her family. She is anti-social and has 
persecutory ideas. Youngest child's father is. in prison and she feels 
threatened and hostile. 

Social Evaluation at final- Married boyfriend while he was in prison, 
moved out of the county when he was released. Having some family 
readjustment problems also community adjustment problems. More outgoing, 
has several friends. 

Current welfare duration- 2 1/2 years 

Welfare Support at ini tial- $233.45, final $0«00 (moved out of county) 
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Intervention^ Cooperrative during back evaluations, and job counseling; 
good response to psychological counseling; responsive during health 
education and support; dental treatm^jnt, fair response. (161 contacts) 

Work Hfstory/Status- Before 1975 she held 10 different jobs in 3 yfars. 
Jobs include waitress, cashier, saleslady, 'typist, laborer. At initial 
she was unemployed. At 3 hionths, she took a CETA Secretarial course 
which was dropped after 1 month because of health and family problems. 
At 6 months, she was unemployed and had moved at final. 

Final staff evaluation- Intact family was of primary .importance to this 
client. Became outgoing and stood up for herself as a person. She 
intends to involve herself in husband's business. CHRP was moderately 
effective in promoting employability. 



Female, age 46, head of household, 1 child, age 13.; 6th grade education. 
Past Health History- Tonsil lectomv> asthma, diabetes mellitus, hypertension, 
varicose veins. 

Presenting Health Problem- overweight. 

Chief Physical/Psychological findings- Obesity > diabetes, dermatitis, 
varicose veins. Beta 106, hypochondriasisatijiiJd 
Social Evaluation ajb initi,al= ])sycholoqtcaTT^ youngest son 

_jnaileJiei^-afraiTtyt:o leave home and go to work, poor hygiene, confused, 
-" timid, sensltive,^ lack of motivation. 

Social Evaluation at final- Still overweight but more out-going, moved 
out of county to be closer to relatives. 
Current Welfare duration- 12 years. 

Welfare Support at ifntTal - $307.00, final $0,00 (moved out of county) 
Intervention-G ood response to weight reduction, diet counseling and 
health education. Cooperated with EKG consultation. (13 contacts) 
Work Hi story/Status - Last year of employment was 1955. She had been 
employed at 1 job for 7 years as a maid and 1 year as a chicken cleaner. 
She has not been employed since. 

Final Staff evaluation- This client moved after the 3 month evaluation. 
CHRP was not effective in promoting employability because she moved and 
did not receive the 6 months* rehabilitation required before job or 
job training could start. 



Female, age 26, head of household, 3 children, 8, 7, 5; 11th grade education 
Past Health History- Fractured right elbow, depression^ attempted suicide, 
menorrhagia. 

Presenti ng Heal th Probl em- Nervousness , under nutrition. 

Chief Physical/Psychological findings- Undernutrition^ acute depression, 
late effect of injury right elbow, impaired learning ability, impaired 
memory.* Beta score 72, hypochondriasis score initial 15, final 1. 

Social evaluation at initial- Hostile and belligerent toward others, fought 
easily, felt a lack of control over anger. Recent separation from boy- 
friend resulted in overdosS of pills (self-destructive tendencies.) 

Social evaluation at final - Emotionally more stable and well-adjustad, on 
going support and advocacy recommended to maintain this position^. 
Living with mother. out of <county and gaining small amount of weight* 

Current welfare duration- 9 years. 

Welfare support at initial- $438>00, final $0.00 (moved out of the county) 
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Intervention- Good response to nutrition, diet, psychological, health * 
and job counseling. Cooperative response to social support. (34 contacts) 

Work History/Status- She worked in a factory for 6 months, nurse's aide 6 
months and teacher's, aide 5 1/2 years. Unemployed at initial and 3 months' 
follow-up. At 6 months, she was employed as a teacher's aide, CETA $2.*30/hr. 
Unemployed at final. 

Final Stgff evaluation- Prospect of employability guarded pending client's 
' achievement of emotional |nd social stability. Health had improved. CHRP - 
was moderately effective in promoting employability. 



Female, age 29, head of household at entry, 2 children - ages 6, 8; 
high school graduate. 

Past Health History- irregular menstruation, tonsijjj^ ' 
Presenting Health Frob^ems-obg jsjJ^^ — — 

CMetJ^ysAf^^c^ oqtcal f i ndi ngs- Obesi ty , poor hygiene. Beta score 

103, hypochondriasis score initial 2, final 13. 
Social Evaluation at initial- recently separated from husband who offended her 

In public and would not take an active part in the family. Emotionally 

upset because of sexual assault on one of her children by husband's^ best 

friend. 

Social Evaluation at final- reunited with husband and working together a's 
a family. ^ 
Current Welfare duration- 5 months. 
Welfare Support at initial- $158.00, final $0.00. 

Intervention- Passive rejection to weight reduction and health education. 

Good response to job and support counseling, (29 contacts)- 
Work History/Status- She held 3 different jobs duringS years of employment 

as a custodian and a chick servicer at two different poultry farms. 

Unemployed at initial, at 3 months employed as a saleswomen -$2.35/hr., 

6 months - cashier - $2.35/hr. and at final, nurse's aide at $2.61/hr. 
Final Staff evaluation- Very happy working with people and being together 
, with her family, WiTl suited to present job. CHRP very effective in 

promoting employability. 

******* 

Male, age 28, head of household, 2 children - ages 3, 4; 10th grade education. 
Past Health History- Asthma, self-inflicted injury to forehead and left 
forearm, inguinal hernia. 

PreSv^ntinq Heal th Problem- prior history of alcoholism. 

Chief Phy sical/Psychological findings- alcoholism, late effects of injury 

to left forearm, dental caries, periodontal disease, inguinal hernia* 

Beta score 106. hypochondriasis score - initial 5, final - client failed 

to respond for follov/«-up. 
Social Evaluation at initial- Client had health-related employment concern, 

personal and family problems. Left wife several times because of marital 

problems. 

Social Evaluation at final -CI lent still drinking and doing occasional 
short jobs. Divorced, filled to respond to CHRP for follow-ups. 
Current Welfetre Dura tion- 4 years. 
Welfare Support at 7nitial- $94.00, final P.A^ pending. 
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Intervention- The client's response to consultation re: arm, psychological 

counseling, consultation re: hernia, dental referrals, health education, 

alcohol counseling, job counseling was total rejection. 
Work History/Status- He held 4 different jobs as dishwasher, bailer, 

garbage man, and punch press operator. He, lost 3 jobs because of akoholisai. 

Has only had very short term employment since. 

Final Staff Evaluation- Xhis client failed to try to let us help him or to 
help himself o He totally rejected CHRP, 



★ * ★ * ★ * ★ 



Female, age 30, head' of household, 4 children - 1 3^Jll,JLi, J^^--^th-gr^^ 

education. — — — — " 

^ast health 4vistory^ bUrns to both feet, weight gain, backache, spontaneous 

abortion, D & C, tubal ligation, aad. arthritis right hand. 
Presenting Health problems- overwei ght 

Chief physical /psychological findings- obesity, dental caries, impaired 
^ postural mobility. Beta score 87, hypochondriasis initial 9, final 11. 
Social Evaluation at initial- Appeared to be a well-adjusted, easygoing, 

happy person with motivation to keep working and upgrade job skills. 
Social Evaluation at final- Still overweight, happy, likes her work. 
Current welfare duration- 13 years. 
Welfare support at inftTal- $286.25, final $247.10. 
Intervention- Client's employment at time of initial was a conflict with 

weight reduction and health education classes. She did attend when she 

could. (8. contacts) ' 

Work History/Status- Employed 8 1/2 years, held 4 different jobs, teacher's 
aide, cashier, nurse's aide, and short order cook. Initial-three; final 
teacher's aide, started at $2.35/hr. final $2.75 plus overtime. 

Final staff evaluation- Client really liked her job working with children 
and will continue this foni}.of employment which seems permanent. Because 
of initial employment CHRP did not have to promote employability. 
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Female, age 29, head of household - no children; high sch90l graduate, 
1 year of college* 

Past Health History- Tonsillectomy, pleurisy, rosacea, vaginal moniliasis, 
sprained thumb. 

Presenting health problem- overweight. . 

Chief physical/psychological findings- Rosacea, obesity, anxiety state, 

hallux valgus, intertrigo. Beta score-ll .7, hypochondriasis initial 3, 

final not administered (moved out of county). 
Social evaluation at initial- Client was pleasant and friendly but was 

ter.se and depressed. Recent split-up with boyfriend resulted in emotional 

problems. 

Social evaluation at final - dual counseling with referring agency focused 
on personal problems. This client moved before 3-month follow-up was done. 
Current Welfare duration- 2 years 

Welfare Support at initial- $97.00, final $0.00 (moved out of county). 
Intervention- Group counseling, health education, weight reduction response 

was fair for amount of time in project. (6 contacts) 
Work History/Status- in 8 years, she held 14 different jobs full-time and 

part-time. ClerTcal , factory, saleslady, waitress, barmaid, test tube 

mo-lder, nursing assistant training program, amusement park ride operator 

and microfilmingo ^ 
Final Staff evaluation- Good prospect for employment in future. 
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Female, a'ge 29., head of household, no children; high school graduate 
plus two years of college. 

Past Health History- respiratory disability, hyperventilation, pilonidal 

cyst, fractured ulna, alcoholism, contusion left eye. 
Presenting Heal th Problem- AlcoJiol abuse, undernutrition. 
Chief physical/psychological findings- Alcoholism with hepatitis, acute 

depression with psychosis, drug abuse, malnutrition. Beta was not 

administered due to influence of alcoholj_ilnugs.r — — 

hypochondrias1s,^ijnit1al-2-2v*fTna1 TT^ 

oefai''"EvaTuation at initial - CI lent felt very out of control of her^life, 
very paranoid and had delusions of persecution. Quite phobic and 
terrified of being alone. Excessive alcohol and drug abuse. 

Social evaluation at final - After the accepted residency in a drug rehabili- 
tation facility for 8 months, she is now Independent, in good health, 
employable, still In counsel-^'ng with an excellent future. 

Current Welfare durat1oh- >2 1/2 years. 

Welfare support at ih1t1al- $l40.00, final $0.00. 

Intervention- After health and psychological counseling re: abuse of 
drugs and alcohol, her response towards further counseling was excellent 
(21 CHRP contacts) 

l/ork History/Status- Before coming to CHRP, she held 9 jobs between 1967 
and 1976. At initial and until 9 months, she was unemployed. At final, 
she was employed as a maid $2.65/hr. ' 

Final Staff evaluation- Through combined efforts of the client and other 
agencies, this client is independent and healthy. She now seeks white 
collar employment and will continue alcohol counseling on out-patient 
basis. 

******* 

« ft 

Hale, age 25, head of household, no children; high school graduate. 
Past Health History- anemia, inguinal hernia, depression. 
Presenting Health Problems- nervousness. 

Chief Physical /Psychological findings- Mild mental retardation, depression, 

emotional immaturity., peta score' 70, hypochondriasis initial- 10, final 3. 
Social evaluation at 'initial- Seemed quite tense and had personal ^pfobl ems. 

Sexually preoccupied., self-accusatory, very lonely, isolated, but motivated 

to find full-time employment. - 
Social evaluation at final- Work habits and self-esteem greatly improved. 
Current welfare duration- 3 *y ea r s . 
Welfare support at initial- $209.00, final $209.00. 
Intervention- Good response to psychological and support counseling, 

sporatic ^response^ to job counseling. -(19 contacts). 
Work History/Status- Held 4 different jobs from 1974-1976. Unemployed' from 

initial through end of 9 months. At final, he was a janitor on work relief. 
Final Staff Evaluation- Work relief may become CETA job training. Has 

potential for competitive entry leypl employment. CHRP was moderately 

effective in promoting employabil i ty^ 
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Female, age 30, head of ^household, 3 children- 7, 8, 9; 10th grade education. 
Past Health History- Tonsillitis, tonsil lectoniy, cancer of the cervix, ovarian 

and tubal infection, oophorectomy, salpingectomy, stricture of ureter and 

repair"; cystitis, vaginitis, 

Presenting Health Problem- Rhysical exam reqaestedT)y referring agency. 
Chief Physical /Psychological findings- rSick role behavior, partially 

edentulous (lower), anxiety-depression. Beta score 103, hypochondriasis- 

initial 25, final 7. 
Social Evaluation at initial- Separated, feels threatened by ex-husband. 

Living-with a man of a different race which Was a source of conflict due 

to opinions and prejudices of others including parents. Motivated to^ 

find worthwhile employment. 
Social Evaluation at final- Received high school equivalency, took college 

courses to improve education, failed all but 1 course due to personal 

health, children's health and transportation^problems. Bought a car alid 

found a full-time job, irotivated to get off welfare. 
Current welfare durat'>on- 20 months. 

Welfare support at invtTal - $374.00, final $277.85. r 
Intervention- Excel lent response to job and school, social support, 

psychological counseling, and health education which facilitated / 

understanding of sick*role behavior.' (57 contacts). 
Work History/Status- As of 1977, she held 4 jobs totaling 7 years einployment. 

Types of joDS were waitress, maid, assembly worker, and school bus chaperone 

part-time. At initial, she was working on the bus, 3\ 6 months CETA 

schooling. Present assembly at book bindery $2.75/hr. 
Fi nal S taf f Eval ua ti on- Success f ul af job, employment seems permanent, has 

matured. CHRP was v.^ry effective in promoting employabil ity. 

******* 

Female, age 32^ head of household, 2 foster children (nephews), 6, 7; 
high school graduate. 

Past Heialth History- back injury (automobile accident), eczema. 
Presenti ng Heal th Probl em- Overwei ght . 

Chief Physical/Psychological findings- Obesity, dermatitis of hands and feet, 
anxiety depression, poor hygiene. Beta score 113, Hypochondriasis 
initial 7, final- 3. ^ 

Social Evaluation at initial- client was isolated and depressed but motivated 
to help herself. Under stress and tension at home concerning husband's 
terminal illness and adoption of two nephews, financial- prdbl em. 

Social Evaluation at final- Husband died, ^getting social security b.enefits, 
in college and motivated to do well, adoption very hopeful. 

Current Welfare Duration- 1 1/2 years. 

Welfare Support at in1tial- $236.00, final $0.00 (nwved out of county) 
Intervention- Excellent response to support and job counsel ing, good 

response to health education and psychological counseling. Did not 

attend in-house weight reduction. (31 contacts) 

Work .History/Status- She worjced 6 years full time and 5 years part-time as 
file clerk, sales, and cashier. Before coming to CHRP, she was laid off 
and cared for husband. At 6 months, she had applied for college, at 
final, sjie had moved and enrolled at a state college in New York; 

Final Staff Evaluation- Excellent prospect for realization of long-term 
goal - graduation and high level employment. CHRP was very effective 
in promoting education for employabil ity. 
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• Male, age 25, head.iof household, 2 children - ages 2, 1; 9th grade education 
. Past Health History- nodules on skin, breathlessness, pain in right eye, 

back probl'eiTT, stomach pain, 

• Presenting Health Problem- Extreme facial blemishes, 

• Chief Physical/P sychological findings- Brooke's disease, (Trichoepithelioma), 

conjunctivitis, dental caries, poor hygiene, anxiety depression. Beta 
score 99, hypochondriasis initial 13; final 5. 
. Social evaluation Initial- Client had personal family problems, lack of 
sel f-esteem, nervousness/depress ion , employment problems with co-workers 
because of facial problem and socially isolated, 

• Social evaluation at final- At case closure, he had made significant 

im^provements and had several setbacks as well. Progress seems to depend 
on his emotional state which fluctuates. After plastic surgery, he was 
very happy and motivated to find employment, 

. Current welfare duration - 3 years. 

, Welfare support at in1t1al- $449,00, final $449,00, 

. Intervention- This client's response to dermatology treatment, plastic 
surgery, psychological, dental, job, health education and sopial support 
counseling was excellent. Very cooperative, interested in helping 
himself and his family, (96 contacts) 

. Work History/Status- Between 1971-1975, he was employed for a total of 11 
months in 5 different jobs — carpenter, mechanic, laborer, garbage truck 
driver, and in the Marines (27 days). At initial, he was unemployed. 
At 6 months* follow-up, he was employed as 'a roofer. part-time at $8,00/hif*. 
At final, he was unemployed,- 

. Final staff evaluation- Self-concept improved, health improved. Prospect 
for employment guarded, further advocacy indicated along with job training, 
CHRP was moderately effective in promoting ^nployability, 

• . Male, age 28, ht jf household, no children; high school graduate. 
, > Past Health Histc -y- Foot abnormality, astigmatism right eye,^ renal 
4 calculi , dental decay and complete dental extraction. 

. Presenting Health Problem- emotional problems. 

. Chief Physical/Psychological findings- emotional immaturi.ty, poor muscle 
tone, poor hygiene, strati smus right eye, falsetto voice, insect bites* 
Beta score 92, hypochondriasis at initial 1, f. ^1 2, 

, Social evaluation at initial- This client had poor hygiene, and .looked 
guite effeminate and had a very high voice which MdR him^ more insecure 
and unexceptable in the type of employment he nought, 

. Social evaluation at final- Very motivated to work after working on 
interviewing skills .(personal app^aranct and presentation). He became 
involved in body mechanics and physical fitness at CHRP and. YMCA. His 
coping mechanisms improved and he was less sensitive and excitable. 
He is now happy and coping adeguately with his personal problems. 

. Current welfare durati6n- 17 months* 

. Welfare support at in1tial- $203.00, at final SO.OC. 

. Intervention- This client's response to health education, psychological 
and job counseling, physical fitness, support counseling was very 
good. (16 contacts) * * . 
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Work History/Status" He had been employed for 5 years at 5 different jobs 
-such' as bookkeeper, ma^iTsorter, stock boy, maintenance.. At initial, 
he was unemployed, 3 months, he worked at Social Services as*a,CETA job 
training as an accourftant $2.30/hr. At 6 months,, he was an accountant, 
under CETA at the county hospitaT. At final, he returned to DSS as an 
accountant clerk for Medicaid ^unit at $2.65/hr. ^ 

Final Staff Evaluation- This client requires a supportive work atmosphere. 
He requested through CHRP and CETA to return to DSS and work. Outlook ' 
excellent for continu'ed employment at DSS if funds available to make 
job permanent. CHRP was very effective in promoWng employabtlity. 

^ I 

Male, agi 23, head of household, no children; hi'gh school graduate, 
1 year college. , \ \ ^ s 

Past Health History- meningornyelocele, cartilage injury right kn^e* 

Presenting Heal thTrobl em- Physical exam requesxed by referring agency. 

Chief Physical/Psychological findings- Multiple congenital anomalies of 
spine, systolic rtiurmur, anxiety depression, medial cartilage right 
knee. Beta^score - 131, hypochondriasis initial 4, final 3« 

* SociaL evaluation at initial- Felt depressed and anxious about break up , 
witli girlfriend, felt he was becoming self-destructive. He'had un- 
fulfilled ambitions, unable to locate job in his field-construction 
technology • 

Social evaluation at final - After counseling, involvement, he1)ecame 
" less depressed but he was constantly debating ancl refuting 'counsel lor 

during group presentations. Motivation very high towards new employment 

and future. .... 

Current Welfare duration- 6 months'!; . , . / 

Welfare Support at inTtTal- SlSO.OO, finaTSO.OOo ' 

Intervention- Good response to health, job and psychological counseling, 
(7 contacts) - . • 

Work History/Sfeatus- He had been employed a total of 18 months between 
1970 antl 1976 as a ,stocker, house painter, cabinet maimer, dHver. At ' 
initial, he was unemployed, 3 months, he was employed part-time as a 
cook, 6 months - Assistant Manager trainee at same business ^establish- 
ment, at final-he ,was a full-time draftsman ($150.00/wk.). 

Final Staff Eval uation- At initial, he had applied for a draftsman job at 
a local industry but was rejected because of lack of experience. Because 
of his aversive feelings toward welfare, v his motivation for employment 
did not falter. He was very self-confident, ba(;k with his girlfriend, 
and emp:loyed as a draftsman and when his finances will allow, he will 
return to college at nightjto upgrade his education.' CHRP was* 
moderately effective in promoting employability. . ^ 

******* 

'Female, age 21, head of household, no children;' high school graduat^, . 

1 year Vocational training. . ' » .-^ 

Past Health History- Rh incompatibility, dental decay, fractured right 

patelliia, recurrent dislocation pf both knees, depression, 2 attempted 
':ides. 

.sehtinq Health Problem- overweight. « . 
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Chief physical/psychological findings - gross obesity, pyoderma, recurrent 
dislocation of both knees, aflxiety-deRression. Beta score 116, 
hypochondriasis initial 16, final (-rtot available - rejected CHRP). 

Social Evaluation at initial'- 'Very' nervous and depressed because she wants 
a bejtter job and wants, to get married. Very bored with present work 
relief)-job, wants extra, schooling but financially can't afford it and 
is going to mental 'health- for counsel ina. Seefns to- burden herself 

(. with .worry and, conflicts in a 'self-destructive manner. 

Social evaluation affinal- Married, financial problems still a burden and 
much worry to her. Still overweight, now . empl oyed as laborer in a 

.factory, did not complete extra vocational training course. 

Djrrent welfare duration' ^ years. * " " 

WeUare Support at ini.tTal - $224.00, final $0.00 (d^ici not re-certify) 

Intervention- Did not respond to weight reductiop, physical therapy, 
individual or group counseling or health education, ("no contacts) 

>Wo r l^h i s to rv/ st a tu s- La s t year of employment was 1974., Employed in 1973- 
74' for 15 months at 7 different jobs'. 5.-waitress jobs, maid and piece 
worker. At initial,, she was doing office wor^ for Work relief program, 
3 months - OVR scfipoling - poor attendance, did not finish; final - 
halrdres'ser. 

'Final Staff evaluation- Because of overweight and personal prob^lems i.e. 

depression, anxiety, financial problems, permanent employment may not 
t be achieved. CHRP being rejected by this client was riot very effective 

in promoting employability. 

******* 

■ . ■ ■r> _ 

iFefnePl.e, age 22, head of household; 3 children - ages 5, 3, 1 (supported 
^^'by own father);, 9th grade education. Boyfriend and'his 10 year old child 
■ live in ho,usehold. . 
Past Health Hi g'tory- spontaneous abortion. 

' Presenting HealtH Problems- physical exam requested by referring agency. 
Ctvief Physiclr/Psycholoqical findingsr Anxiety depression. Beta score », 
^ 90, hypochondriasis j^iitial 3, final - not available^ ' (did not come" 

for final follow.-.up.) '-.'*--, 
iocial Evaluation at initial - Somewhat anxious and tense about her persorial 
Jife." Seemed uafikely, due to her positive attitude and motivation 
towards work, that she would let her problem interfere with employment. 
Social tvalua'tiori at fiqal - Personal' life. seemed to settle down and 
employment seems pemaffent. •. ' 

Current welfare dur'ation- S years. - v. " . ' • 

. Welfare support at inTtTal- $124..00, final $0.00 (case closed "because of 
employment) ^ T ■ * " 

Ihtervention- Job couns^l.irhg response was excellent, attended^! family 
piarnning counsel ing session. Psychological counseling was not done 
because of employment. \7 contacts.) 

Work Historv/Status- Employed 1 year, CETA jpb training in 1970, typing 
and filing. At/initial, work relief DSS secretary, at 3 mos. -employed 
as clerk- secretary afDSS until, final. , . • ^ 

Final Staff evaluaition- Employment seems pernjanent but because of clients 
lack of pa rtici paction with CHRP, it would be difficult >to. indicate. 
.CHRP was moderately. effective in promoting emplo^Bil-ity. 
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.^Female, age 25, head of household, no children; 11th grade education, . 

High school equivalency achieved. 
.. Past Health History- premature at birth, anemia, constipation, Severe 

menstrual cramps, hepatitis, syphilis. 
• Presenting Health Problems- question of headlice. 

. Chief physical/psychological findings- visual impairment, poor muscle tone, 
neurosis (behavorial disorder). Beta score 91, hypochondriasis initial 20, 
final 12. 

. Social Evaluation at initial - Low self-esteem and defeatist attitude. 
Client was shy and withdrawn and persecutes herself by denying her 
intelligence and by invalidating her interests. Good motivation to 
work but admits to being laid off because she works at a very slow pace. 

. SociaL Evaluation at final- More outgoing and secure. Very happy at 
. present job but still slow and denies herself the opportunity to work 
in the field for which' she is more qualified and interested. 

. Current Welfare Duration - 33 months. 

. Welfare Support at initial- $187,30, final $0.00 - case closed because of 

employment. ' , ^ 

. Intervention- Excellent response to health education and exercise classes, 

minimal and moderate response to job and psychological counseling. 

(24 contacts) n 
. Work History/Status- Kitchenwork, child care, gardening. Last year of 

employment was 1971. Total time employed was 9 months during which 

sjie held' 3 jobs. * At initial, she was unemployed,at 3 months, she was 
babysitting part-time, at 6 months, she waS'-in- job-counseling with 

EOC and CHRP and at final she was working as a full-time CETA TiUrsery- 

school aide. 

. Final Staff evaluation- Client says her work is tiring but enjoys it very 
much. Motivation for keeping her full-time employment js excellent. 
Prospect for employment in competitive market is guarded due to her 

^ excessive shyness and slow pace. CHRP was moderately effective in 
promoting employabil ity. " ; • 

. Male, age 48, head of household^ 1 child, age 6, custody granted in 9/77; 

7th grade education. ^ . 
. Past Health History- bad back. 
. Presenting Health Problem- bacl<: problem. 
Chief 'PhysicaWPsychological findings- Chronic bronchitis, emphysema, 

history of slipped disc. Beta 97, hypochondriasis initial 7, final 
. Social Evaluation at initial - Client's primary concerns were to regain 
'custody of his daughter; to* get a valid medical evaluation of his back 

problem and to find full-time employment. Very motivated to improve 

health, living conditions and employment. 
. Social Evaluation at final- Found better living conditions, employment, 

received custody of daughter and day care. 
. Current Vjelfare duration- 3 years. 

. Welfare Support at initTal- $108.00; final $172.00 increase due to custody 
of daughter. 

. Inter vent i ori- Cl i ent ^ s response tp health education, back evaluation and 
treatment, and!" dob couriseling was cooperative. (18 contacts) 
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Mork History/Status- He held 3 different jobs in 18 years of employment. 
•One job was held for 18 years. He worked as a short order cook, 
maintenance man, and a driver. Last year of employment 1974. At 
initial, he was unemployed on work relief until final evaluation at 
which tirne he became full-time driver for DSS-CETA at $2.65/hr. 
Final Staff evaluation- Becguse of back problem, his employment as a 
driver is very satisfactory. He finds it to be very rewarding' and 
has plenty of time to spend with his daughter. CHRP was moderately 
effective in promoting employability« 

★★★★★★★ 

Male, age 26, head of household, no dependents; 10th grade education. 
Past Health History- Stomach problem, Hematemesj^s,,_drug -abuse. 
Presenting health problem- stomach^painv 

Chi ef P hy s i cal /.Psychol og f cal'. f i nd i ngs - Depress i on , alcoholism, under- 

^nutrttron, gastritis, bronchitis. Beta score 102, hypochondriasis 
at, initial 6, final not done^ becayse client was unavailable. * 

Social Evaluation at initial- tie was Very anxious and depressed. His 
life was still unsettled because he was on parole. He was struggling 
with his freedom and sense of personal responsibility. He also f aces 
flashbacks from using drugs. He seemed pulled between the life* of the 
streets and getting a job, settling down. ^ ^ 

Social Evaluation at f1nal-Alcoho;l/drug rehab counseling helped \)m 
deal with the tremendous amount of stress, he had to deal with re-pardle 
legal' aid, employment and personal problems* 

Current Welfare Duration- 6 months. 

Welfare Support at 1nTtTa1- $l 55.40, final $0.00 because of full-time 
employment.' 

Intervention- Excellent response to psychological, job and alcohol 
counseling.^ Alcohol- counsel ing was done at CHRP and through a 
referring agency. Good response to dermatology treatment. Did not 
attend ^health education or diet counseling. (48 '^contacts) . 

Work^ History/Status- He held 3 different machine maintenance jobs and 
a stock boy job from 1974-76. Total years of employment - 19 months. 
At initial, he was unemployed and' from*3 months - 6 months, he v/as 
incarcerated. At present, he is employed as a CETA school grounds^ 
keeper full -time! 

Final Staff Evaluation- Excellent course of rehabilitation through client^ 
acceptance of alcohol rehab counselor and CHRP program. Good pjrospect 
for continued employment. CHRP was very effective in promoting employ- 
ability. . /- 

it "k ic ic it ic it 

Female, age 22, head of household, 1 child, age 5; graduated 9th grade 
level from BOCES - Special Education Class\ 
Past Health History- Stomach ache - "Gallstones" , .rash. 
Presenting Health Froblems- obes i ty . 

Chief Physical /Psychological findings- Mild mental retardation, gross 
obesity, mild hypertension, urticaria, periodontal disease, emotional 
immaturity. Beta score r 73,- hypochondriasis 1 ^'tial 10, final lOo 
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Social Evaluation at Initial- Overweight. Wanted help and support with 
personal and health problems. Had inferior intelligence, is emotionally 
unstable, yet motivated and eager to receive help. Problems with boy- 
friend. 

Social Evaluation at final -Still has some social problems at final plus 
lacking in motivation to work. Was employed but could not take the ^ _ 
pressure of her schedule and her boyfriend'j^ problems with, the 1)011 ce. 
Very immature, not work oriented, -always cancelled appointments with 
CHRP and othersi" ^ ^ • 

"Curfint Welfare Duration- 2 years. 

Welfare Support at in1tial- $290.00, final $265.00 - decreased after she 
quit her job. ^ . 

Intervention- At first there was a good response to weight reduction, 
health education, and job counseling . No response to dental evaluation , 
and treatment or psychological counseling . (30 contacts) 

Work Hi'stdry/Status- She has no job skills a'nd had never been employed 
until 6 months after initial contact. She had been employed 4 months 
as a maid- and at present, s.he is unemployed. 

Final Staff evaluation- Needs support and guidance from other support 
agencies in county. ^CHRP was moderately effective in promoting 
employability. 

******* 

Female,\ge 27, head of household; 3 children - 6, 5, 4 - 2 are in fosterv 
""homes and one lives with client's mother; Left school at age 18 on 
recommendation from school official. 

Past Health History- headaches, tubal ligation. ' 
Pre'gentinq Health Problem- illiteracy - Physical exam requested by referring 

agency. ' . . . . 

Chief Physical/Psychological findings- Mental retardation, iron deficiency 
anemia, emotional imnaturlty, diverticulum esophagus, systolic murmur, 
reduced vital capacity. Beta score 60, hypochondriasis initial 7, 
final 16. -s 

Soc ial Evaluation at initial- Client was emotionally and intellectually 
immature. Motivated by the drive to get custody of children, she is 
being very willing and cooperative. Felt if she could .get a job, she 

-could provide for her children. 

Social Evaluation at final -Client still too immature to cope with children. 
Always, gave up quickly when asked to do something or ques^tiohs about 
employment. 

Current Welfare Duration- 6 years. 

Welfare Support at initTal- $220.00^ final $224.00. 

Intervention- Response to diet counseling and treatment of anemia was 

excellent although client was reluctant; cooperative during job 

counseling . (67 contdcts) . si r^'Z • « 

Work Hi Story/Status- For 1 year, she was employe.d as a dishwasher in 19u9. 

At initial through final, she remained unemployed^. 
Final Staff Evaluation- Appropriate for OVR - sheltered workshop job 

traininl^ CHRP was not "effective in promoting employability. 

******* 
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Female, age 22, lives with boyfriend, who is head of household and his' 

three children - 10,-8, 5;, High school graduate. , - ^ 

Past Health History- diarrhea, jverti.go,. vaginal infections. 
, Presenting Health-P-roblem^ ecurrent diarrhea. 

, Chie-rPhysical/PsychoToqTcal findings- Anxiety depression, varicose veins, 
poor muscle tone, cervical dysplasia, history of recurrent diarrhea. 
Beta score 105, hypochondriasis initial 11, final - did not return for 
final follow-up. 

. Social Evaluation at initial- Client seemed intelligent and had a fairly 
objective outlook on her li'fe situation although she was tense and 
troubled at that time. She stated her main problem was her relationship 
with her alcoholic boyfriend. 

. Social Evaluation at final^ Because of her motivation to find a job, she 
was getting out of the house and doing things for herself. Seemed 
less tense and nervous. Separated from Sbyfriend after she found a job. 

. Current Welfare Duration- 2 1/2 years.. \. 

. - Wei fare- Support at in"TtTal- $62.00, final $0.00 - client was employed. 

. Intervention- Cooperative towards job counseling, little response to 
psychological counseling and health education (8 contacts) 

. Work History/Status- She had been employed in 1974 and ,1976 as a maid, 
salesgirl , laborer, waitress and cook and daycare mother. She held 5 
different jobs in 1 1/2 years. From initial to 6 months, she was 
unemployed. At 6 months until present she was employed full time as a 
nurse's aide at $2.50/hr. 

. Final Staff Evaluation- Al though self-referred, client chose to act 
independently of CHRP. CHRP was not effective in promoting employment. 

***★***.' , 

. Female, age- 35, married, 3 children, ages 11, 9, 5; 9th grade education. 

. Past Health History- Broken left wrist, hypertension, dental decay, tubal 
ligation. 

. Presenting Health Problems- obesity and hypertension! 

. chief Physical/Psychological findings- gross obesity, mild hypertension, 
periodontal disease, dental caries, neurosis, anxiety. Beta score 115, 
hypochondriasis initial 4, final not done because of employment, client 
was unavailable. ■ • ' - / ^ j 

. Social Evaluation at initia3- Client very sensitive and amotional (cried 
during' Interviews). .Her dental problems were a great ^ource-of 
embarrassment, very self .conscious, low self-esteem and felt incapable 
of doing much outside the home. 

. Social Evaluation at final- After dental extractions, client felt better 
about jierself and wanted to join CHRP weight reduction program but 
found a job first. 

. Current welfare duration- 1 year. 

. Welfare Support at lnitial- $201 .OO.At final, $176.10 - lowered because 
of employment. 

. .Intervention- Excellent response to dental treatment plans. Weight reduction, 
individual and group, counseling not attended because after she was fitted 
with dentures, she found immediate employment. (4 contacts) 

; Work History/Status- She held 3 different jobs from 1964 - 1968. ,She had 
been employed for 3 1/2 years' in factory, production and poultry farm 
work. At initial, she was unemployed, 3 months until present - employed 
as a waitress. ' 

. Final Staff Evaluation- Good self-motivatjon after dental care was completed. 
CHRP was moderately effective in promoting employability. 



******* 
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Malet-aqe-^yrhea'd'of liousehol d, married; 3rd grade education. 

^ast. Health History- Inguinal hernia - rTghf sfde, concps'sion head Thjury, 
cold exposure, learning disability, mental health problems, nervousness, 
blackouts, alcoholism, cirrhosis of the liver, renal calculus, fractured 
- right ankle, 

Presenting Health Problems- alcohol abuse. 

Chief Physical/Psycholonical findings- Alcoholism, Laennec's cirrhosis, 
onychophagy, periodontal disease, dental caries, sicj< role behavior. 
Beta, score - TOO, hypochondriasis initial 20, final 12. 

Social Evaluation at initial- Easily upset, altered sleeping, unable to 
cope with problems at home without drinking. Wife..£xtremely possessive. 
Client in, 4 foster homes from age 10-12, in st^te institution for retarded/ 
emotiona<liy disturbed persons from age 12-21.. When 4ischarged, unable to 
keep jobs since then. Impaired verbal/eduction abitnies. Very poor 
hygiene, unkempt appearance, lacked confidence, poor self image. 

Social Evaluation at final- Quite responsive initially to counseling 
and supportive services. Wife was threatened by his reaching -out for 
help and exerted whatever pressures she could to prevent outside inter- 

..ference in their lives. Little. personal improvement was seen. 

Current Welfare Duration - 2 years. 

Welfare Support at initiaV- $201 .60. final - $224.00. Clierit has since 
moved out of state, 

Intervention- 7 months of alcohol counseling . Response and attendance 
sporadic but receptive. Referred to a alcohol rehab program. Referred 
to a detox unit but after 3 days, he signed himself out. Cooperative 
and .then rejected psychological counseling . Job, support, and health 

' education attendance sporadic. -Good i^esponse ta dental- t-r^tment for 
6 months. (133 contacts) 4 

Work History/Status- Employed from 1961-1976 in 68 different jobs throughout 
the United States.- At initial through '6 months, remained unemployed, 
taking some volunteer jobs. At final follow-up, he was selling vitamins 
part-timei At present, he lives in another .state,- unemployecl. 

f^inal Staff evaluation- After dropping out of the alcohol counseling 
program, regression v?as seen. Given his social problems and recurrent 
alcoholism, number of jobs Held, and long history of agency help, CHRP 
sees li,ttle hopi.for employabijity on continuing basis. CHRP worked 
hard trying to rehabilitate him and was not effective in promoting 
employability. " • • ' 

******* 

Male, age 32, head of household, no children; high school graduate. 
Past Health Histbry- TB right wrist, wi thdrawal -emotional . 
Presenti ng Hea 1 th P'robl em- depress i on . 

Chief Physical/Psychological findings- Episodic-alcoholism, depression, 
periodontal disease, dental caries, chronic bronchitis, history of 
mental disease. Beta 116, hypochondriasis initial 4, final - unknown 
rejected CHRP. 

Social Evaluation at initial- Anxious and depressed. Has altered patterns 
. of eating and sleeping, fidgety, chain smoker. Mother in the hospital 
very ill. Emotional problems he feels keeps him from finding and 
keeping a job. Has a 16 year old brother he has to take care, of and 
this also puts a strain on his emotional problems. 
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Social Evaluation at final- During the course of his involvement with 
CHRP, there were several incidents of erratic and violent behavior 
usually whan he was intoxicated. He was placed on one job and left 
after two hours. His mother died + he now lives with brother and 
boarder.* Does not seem interested in working or making progress on 
his personal problems. 

Curre nt, wel fare duration- l year. 

ffeTrare"Sup"Port at I ni tTal - $1 21 .30 . final $185.80. 

Interventibnr He, rejected psychological, health,, and alcohol counseling 

"at CHRP. ' Attended a few job counseling sessions, did not go for 
dental treatnants and only attended 1 meeting at a alcohol rehabilitation 

-program (22 contacts). - 

Work History/Status- He was, last employed in 1976. Befoi'e that he held 
4 different jobs in 6 years. He worked as a store manager in the Army, 
salesman, bartender and factory worker. At initial, he was unemployed, 
at 3 months, he was in jail, unemployed during 6 months' follow-up and 
on work relief at the final. * . 

Final Staff Evaluati'on- This client has violent and erratic behavior due 
to drugs and alcoholism. There is no apparent motivation for employment 
or rehabilitation at this time. CHRP was not effective in promot^iig 
employability, 

*******, 

Male, age 30, head of household, ho children; high school graduate, 2 
years of extra schooling. 

Past Health History- Myopia, back problem, hemorrhoids, infectious hepatitis. 
Presenting Health Problem- back problem. 

Chief Physical/Psycho'loqical findings- Sick role behavior, myopia, anxiety 
neurosis, back problem, external hemorrhoid. Betoi 120, hypochondriasis 
initial 17, final 5. 

Social Evaluation at initial- Intelligent, creative, energetic and had 
very positive personal resources. Had personal-emotional problems re: 
separation from wife and daughter which were confusing him. Excellent 
motivation to obtain barber credentials and op6n his own stylist shop. 

Social Evaluation at final - Had acquired financing ai ^ apartment to open 
his own barbershop after OVR trairrtng in N.Y.C. Emotional problems 
seemed to resolve after his motivation to open and start his new business. 

Current welfare duration- 1 year 

Welfare Support at initTal - $194.00, final $276.00. Increased support 
in July - OVR incentive, and rent increase. • 

Intervention -Good response to back evaluation ^nd treatment, eye 
evaluation, psychological counseling. Excellent response to job 
counseling. (13 contacts) , 

Work History/Status- From 1965-1975, he was employed at 12 various jobs - 
bankteller, clerk, assistant manager of fast food chain, computer 
programmer, laborer in factory. At initial, he was unemployed, 3 
months - OVR hairdressing school through 6 months. At final, self- 
' employed hairdresser: $160.00/week. 

Final Staff gvaluation- Because of his goal to become a hairdresser, he 
had enough motivation to follow through and open his own shop. We 
feel he will be highly successful because he has severa,l clients 
all ready. CH-'^P was very effective in promoting employability. 

******* 
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Faiale, age 27, head of household, 2 children - ages 7, 6; 10th grade 
education-. 

Past Heal th Hi story- Appendi ci ti s , appendectomy, tonsillitis, tonsillectbniy, 
'vaginal cysts, auto accident — fracture of left wrist, lacerations 
both legs,. ^ 

Presenting Health Problem- obesity. 

Chief Physical/PsychologTcal findings- Obesity, folliculitis, poor 
hygiene, poor muscle tone. Beta score 102, hypochondriasis initial 6, 
final„l . 

Social Evaluation at initial- Lacked direction ?>nd career guidance. 
Motivation was toward employment. 

Social Evaluation -at final- Found employment at 3-month follow-up. She did 
not like her job but was committed to working. She also found day care 
for her children and after the final evaluation, she had gotten married, 
still employed and enjoys her work and her family. , 

Current Welfare duration- 8 years. 

Welfare Support at initial - $359. 00, final $167,00. (employed) 
Intervention- She attended job, health education, and weight reduction 

counsel ing with good response before employment. (10 contacts) 
Work History/Status- In 1970, she worked 1 month doing piece work on a 

drill press and in 1976, she was a teacher's aide for 6 months. At 

initial ," she was unemployed and at 3 months through final, she was 

employed full-time in a laundry at $2.65/hourc 

Final Staff Evaluation- Client seems to be working at appropriate level 
and is committed to her work. CHRP was very effective in promoting 
employability. 

= -=r_^^=^--=---- ■- * -f: * * * * * 

Male, age 24, head of household, no children; high school graduate. 
Past Health History- Fractured 4th finger left hand, alcoholism. 
Presenting Health Problem- Alcoholism 

Chief Physical /PsychoToqTcal findings- Chronic alcoholism, neurosis. 
Beta score 125, hypochondriasis initial 12, final,- not done because 
'of school schedule. 

Social Evaluation at initial- recent detoxification and sobriety - long 
history of alcoholism, released from the Air Force due to his alcoholism. 

* Found it hard to adjust to everyday life after he stopped drinking. Wanted 
to build up self-confidence. He was self-motivated but lackett self- 
assurance and self-esteem. 

Social Evaluation at final - He was doing quite well and feeling hotter about 
himself. He did start drinking again after his first job ended but stopped 
shortly after starting. He started school at a local college ard was 
able to deal with problems and not drink although he is prone to episodic 
drinking. 

Current Welfare Duration- 1 year. t 

Welfare Support at initTal- $94.00, final $0.00, DSS case closed. 

Intervention- He was receptive to support for alcohol counseling, good 
response to psychological counsel ing, excellent response to job 
counseling and fair response to health education (25 contacts). 

Work History/Status- Employment started i.n 1969 and tended 1n 1976. Me 
had a total of 6 jobs and 4 1/2 years of employment as laborer, 
electronic's mechanic, bartender, assembly work, roofing and U.S. 
Air Force, At initial, he was unemployed, 3 months CETA Foreman grounds 
woH $5.65/hr., 6 months, community college (VA) through final. 

Final 'Staff Evaluation- He has defined his career goal (mechanical 
technology) and has started schooling to achieve this goal. CHRP was 
moderately effective in promoting employability, 

* * Jr * * * * 
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Hale, 19, head of household, 1 child - age 1; 11th grade education. 

Past Health Histor y-Tonsillitis, tonsil lectoiny^ viral infection, drug 
abuse, drug, overdosage, peptic ulcer, fractured ribs left side. 

Presenti ng Heal th Problems - Mul tipl e health problems. 

Chief .Physical/Psychological findings- Moderate obesity, gastritis, 
periodontal disease, emotional immaturity. Beta score 111, hypochon- 
driasis initial 12, final 8.' 

Social evaluation at initial- Emotional immaturity, lacked social control, 
prone to temper outbursts and anger in social situations. Unfulfilled 
ari^itions, lacked job experience, threatened by work. Personal problems 
with wife, imbalance in interests, didn't get along with others, wife 
interested. in others. 

Social evaluation at final-Initiated his own counseling sessions onjn 
"as needed basis". His wife did leave him .and son and he was faced 
with the resjonsibi 1 ity of a single parent. Employed cnce and gave up. 

' Arrested for stolen property. 

Current Welfare Duration - 22 months. 

Welfare support at 1n"TETal- $354.00, final $274.00 (wife moved out). 

Intervention- Dental , weight and diet counseling was rejected by client, 
psychological counseling requested by client with some improvement, 
rejected job counseling and school plans. Cooperative towards 
support. (28 contacts) 

Work ^Mistory/Status- Bef ore coming to CHRP, he held a "go fdr" job 
delivering Pizzas for 1 month. At initial, he was'^^unemployed, 3 
rjionths CHRP arranged for high school equivalency degr-ee studies, he 
rejected this, at 6 months he was employed as a grounds keeper $2.35/hr« 
rejected after 2 weeks. - At final, he was unemployed. ^ 

Final Staff Evaluation- Referred to family and children's service for on- 
going counseling. fs assuming more res pons ibil ity, may have sales 
job soon. Motivated to establish his own independence. • CHRP v/as 
moderately affective in promoting employabil ity. - 

******* 

Female, age 27, head of household, 1 child - age 4; 10th grade education. 
Past Health History- Tonsillitis, Tonsil lectony, constipation, recurrent 
cystitis. 

Presenti ng Heal th Probl em- overwei ght ^ 

Chief Physical/Psychological findings- roderate obesity, anxiety depression 
poor hygiene. Beta score 98, hypochondriasis score initial 5, final 
not done', felt she did not need CHRP. 

Social Evaluation at initial- Positive qualities and apparently quite 
motivated. .Interested in counseling re: marital difficulties. 
Seemed depressed and anxious and yet ambitious enough to seek help to 
overcome her problems. 

Sodial Evaluation at final - Reunited with her husband and had a baby. 
Current Wei fare >Durat1on- 3 months . 

Welfare Support at initial- $0.00, final $0.00 - unemployment insurance. 
Intervention- Client rejected weight reduction, psychological counseling 
and health education. 

Work History/Status- From 1969-1977, she was employed at 4 different jobs, 
assembly line, domestic, stock girl and factory, total years of employ- 
ment 5. At initial through final evaluation, she remained unemployed. 

Final Staff Evaluation- Motivated to work, wanted secretarial skills but 
family matters had priority. CHRP was not effective in promoting 
employabil ity. 



. Female, age 30, head of household, 3 children - ages 14^ 12, 11;. 9th grade 
education. 

V Past Health History- Appendicitis, appendectomy, menorrhagia, dust inhalation, 

neuritis left' arm. 
. Presenting Health Problems- Overweight. 
Chief Physical/Psychological findings- Gross obesity, brachial neuritis, 

impaired vital capacity, impaired exercise tolerance, dental caries, 

partially -edentulous. Beta score 119, hypochondriasis initial 10, 

final 5. 

. Social Evaluation at -initial- Recently separated from husband and trying 

to establish independence through. education but motivation to try. 

Tense and nervous, about the future. 
. Social Evaluation at final - Very involved in weight reduction at home, 

school and her children. Wanted" to get driver's license and did. 

Received high school equivalency and accepted into nursing program. _ 
. Current Welfare Duration- 10 months. 

. Welfare Support at initial- $354.00, final $360.00. Welfare recovery money 

stopped and gave her an increase . 
. Intervention- Transportation problems kept her from in-house weight reduction 

but did lose 30 lbs. with information received from CHRP. Very cooperative 
. during dental evaluation and treatment. Excellent response to job and 

support counseling. Client referred for legal aid at the client's request. 

(36 contacts). 

. Work History/Status- She was employed I 1/2 years as a janitor in 1972 and 
at initial she was unemployed through ,6 months at which time she attended 
a local community college through CETA and obtained her high school 
equivalency. At final, she was accepted into the cbllege nursing program. 

. Final Staff Evaluation- Exceptional "moTivaYion tb"acquire^ob skills and ' - 
further her education. Prognosis excellent regarding all her goals. 

******* 

. Female, age 25, head of household, 3 children - ages 8, 3, 2; 11th grade 
education., 

. Past Health History- Fractured left clavicle, lacerations right knee, facial 

injury, nervous breakdown, drug abuse. 
. Presenti ng Heal th Probl em- Heurosi s , alcohol .abuse, obesity. 
. Chief physicaiypsychoTogTcal findings- Episodic alcoholism, obesity, 

conjunctival hemorrhage. Beta score 103, hypochondriasis initial 6, 

finaT - not available, moved out of county. 
. Social Evaluation at initial- Extensive history of drug-alcohol abuse, a 

long police record and two psychiatric in-patient hospitalizations. 

Admitted to not having control of herself and to feelings, of unacceptance 

and inadequacy. Past history also included anti-social aggressive 

personality disorder and physical abuse by her ex-boyfriend. 
. Social Evaluation at final- Client had moved out of the county before final 

evaluation was done. 
. Current Welfare Duration- 3 years. 

. Welfare Support at InftTal- $238.t)0. final $0.00 (moved out of county) 

. Intervention- Psychological . job counseling and weight reduction rejected 
' by client (2 contacts). " . 

. Work History/Status- She was employed for 6 years in 5 different jobs. 
Topless dancer, mail clerk, office clerk, factory work. Her last year of 
employment was 1975. ft initial-, she was unemployed but registered with 
community jobs program. At 3 months, she had moved out of the county. 

. FinaT staff evaluation- She had manpower training in the past and wants 
srecretarial training but needs to overcome her lifestyle before there 
is potential for success. CHRP was not effective in promoting employability. 

****!») 4^ 
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Female, age 30, head of household, 1 child - age 4, 8th grade education. 

Past Health History- blood disorder requiring 16 transfusions, asthma, 
, pulmonary tuberculosis, anemia*, back problem, acute appendicitis. 
L Presenting Health Problem- emotional. 

^ Chief Physical/Psychological findings- Emotional immaturity, undernutrition, 
I alcoholism, periodontal disease, poor hygiene, poor muscle tone. Beta score 
j .102, Hypochondriasis initial 10, final - moved out of county. 

Social Evaluation at initial-T his client was basically suspicious, nervous 
, and had frequent nightmares Which she has had since childhood. Had con- 
flicts with an alcoholic boyfriend which caused the removal of her 3 
children from her home,, and this made her start drinking and she left 
- her boyfriend. 

, Social Evaluation at final- Since the boyfrrend has left, she moved, stopped 
drinking, has custody of 1 child, and is seemingly coping with difficulties, 
improved mentally and physically. 

. Current Welfare ^uration- 4 years. 

. Welfare Support at in1t1al- $34l.50, final $0.00 - moved out of county. 
. Intervention- Nutrition, health education, alcohol arid psychological 

counseling was not done because she moved before intervention could 

begin (0 contacts). 

. Work History/Status- In 1965, she held 3 waitress jobs and 1 job for 1 week 
as a nurse's aide. She was employed less than 1 year. Unemployed at 
initial and then moved out of the county. 

. Final Staff Evaluation- Apparently rejoined estranged husband in Syracuse. 
Poor prognosis for employability without better health and ability to 
adequately handle personal problems. CHRP was not effective in promoting 

' "employability of fehabilitation because shfr proved out of the county^ 

***** * , 

Male, age 35, head of -household, no children, high school graduate. 

. Pa st Health History- pneumonia, tonsilTitis, tonsillectomy, nasal allergies, 
m«asles,anti -social behavior, contusions of chest, sprained ankle, 
alcoholism, amblyopia, sinusitis, larygeal polyps. ? 

. Presenting Health Problem- Ovenveight 

. Ch ief Physical/Psychological findings- alcoholism, alcoholic hepatitis, 

* sick role behavior, obesity, visual defect, anxiety depression. Beta 
score 112, hypochondriasis initial 13, final 4. 

. Social Evaluation at initial- Inadequate social relations with others, 
internalized anger resulting in withdrawal. Lacking in self-esteem, 
feelings of .inferiority. 

. Social Evaluation at final - Psychological and emotional improvements seen 
after counsel tng re: attempted suicide. Became more awa^e of himself, 
more direct with others, assertive in a constructive way and established 
friendships. Viewed himself (rare positively. Motivated toward employment. 

. Current Welfare duration- 15 months. 

. Welfare support at in1tial- $179.00, final $224.00 - increased because of OVR 
Incentive and rent Increase. . •, 4 i 

. Inter vention- Good response to alcohol, diet, job, support, psychological 
counseling, weight reduction and an opthalmological evaluation. Responded 
well to CHRP, alcohol rehab program, NYSES, combined staff input (30 contacts). 

. Wo rk History/Status- He had been employed a total of 9 years as a laborer, 
factory and knittfng mill. At initial, he was unemployed, attended 
refrigeration school through OVR at 3 months for 3 weeks, unemployed at final. 

. Final Staff Evaluation- Inter-agency support affected definite imprpvoments 
"in his present and future outlook. CHRP feels support should continue after . 
client obtains Job. CHRP was very effective in promoting employability. 

* * * * *-* * 
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Female, age 47, head of household, 3 children - ages 17, 8 (set of tviins); 

Tiigh school graduate. ^ 
Past Health History- Dental problems, fractured right lower leg, back problem, 

benign uterine tumor,, fractured left scapula, injury to right eye (multiple 

Injuries resulting from car accident).- 
Presenting Health Problem- Anxi ety . 

Chief Physical /PsychoToqTcal findings- Periodontal disease, late effects of 
Injury to right ankle, lordosis, anxiety depression, refractive error. 
Beta score - not done - seems average, hypochondriasis initial 18, final 10. 

Social Evaluation at initial- Very nervous and tears during interview but 
honest and open to accepting help, willing and motivated to work. Facing 
trauma of recent separation from her husband and two sons that were taken 
by him and the loss of her home. 

Social Evaluation at final - Has regained custody of sons but oldest daughter 
causes anxiety within her because daughter is pregnant. . Her apartment is 
very crowded now and may have to find a new apartment. Wants to work but 
personal family problems prevent her fr^m leaving the home. 

Current Welfare durafeion- 7 months. . . 

Welfare Support at initTal - $449.00, final $620.00 - increase in family size. . 

Intervention- Excellent response to evaluation of ankle, dental evaluation, 
visual exam, psychological, job and support counseling. (20 contacts) 

Work History/Status- Year she was last employed was 1960. She had worked as 
a maid, cashier and barmaid. She with her husband owned a bar and store. 
At initial through final, she was unemployed. 

Final Staff Evaluation- Unemployable pending solution of personal /family 
problems. Good candidate for companion work and is motivated towards i-his 

--type-of-empToyment-5 — GHRP-was moder-ately effective in promoting,, \ 
employability. 

******* 

Female, age 25, head of household, 1 child in foster care r aQs 5; 9th 
grade education. 

Past Health History- Pain in chest. 
Presenting health problem- overweight. 

Chief Physical /PsychoToqTcal findings- Alcoholism, obesity, rosacea, scabies, 
poor hygiene, acute bronchitis, periodontal disease, borderline mental 
retardation. Beta score 98, hypochondriasis initial 9, final 5. • 

Social Evaluation at initial- Child in foster home, motivated for job, and 
self-improvement in order to have child returned. Lonely, isolated" and 
sad. Alone most of the time, very nervous, no social life. Physically 
unsightly, unkempt, and dirty, emotionally distraught, insecure and with- 
drawn. 

So cial Evaluation at final- Child still in foster care. Personal hygiene 
improved. Moved into larger apartment, making new 2nd helpful friends. 
More open about her feelings and motivated to find the right job. 

, Current Welfare Duration- 5 years. • . ' * 

Welfare Support at initi'al - $73.00, final $209.00. t rent iticrease. . 

Intervention- Excellent response to alcohol treatment/counsel ing, weight 
reduction, diet counseling, health education/referrals, and job counseling. 

(207 contacts) " , . , 

Work History/Status- Before coming to CHRP, she was employed 3 months as a 
maid 15 hrj/wk, $2.35/hr. 3 months, she was unemployed, at 6 months, volunteer 
' aide in a nursery school. 

•F inal Staff evaluation-V olunteer job is upgrading, parenting skills necessary 
for return of son. Motivated to work. CHRP was very effective in pro- 
moting employability. 

******* / 
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Female, age 19, head of household, 1 child - age 1, now living with father; 
.9th grade education. 

Pft st. Health History- Synovitis right knee, chronic bronchitis, tonsillitis, 
tonsillectomy, varicose veins. 

Presenting Health Problem- Overweight. . • 
Chief -Physical /Psychological findings- Chronic bronchitis, cardiac arythmia, 
mild obesity, varicose veins, poor hygiene, refractive error, emotional 
immaturity. Beta score 115, hypochondriasis initial 3, final. 5. 
Social Evaluation at initial - Erractic eating and sleeping patterns because 
of anxiety, problem with husband, she is in process of separation with 
unresolved feelings of leaving husband and baby and establishing her own 
independence. Highly motivrted to find employment.- 

Social Evaluation at final- Emotionally inmature, prone to outbursts of anger 
on occasion and sti'l has difficulty expressing feelings in front of 
others. Felt leav...g husband and child will help motivate her towards 
self-improvement and open to receiving help and support. How pregnant' 
by new boyfriend. 

Current We^fav^ Duration- 1 1/2 years. 

Welfare Support- after separation from husband - $77.40, final $0.00. - 

DSS case closed. ^ . ^ . 

Intervention- Client rejected health education, evaluation and treatment^, 
of bronchitis, cardiac evaluation, and weight reduction. Good response 
to psychological counseling (seeking independence) and moderate response 
to job counseling. (4 contacts) 

Work History/Status- She was employed for 6 months and held 4' different 
jobs, public relations secretary, piece worker, secretary, factory. At 
initial she was unemployed, at 3 months shewas employed full-time by CETA, 
office helper at $100.00/wk. at final, she was unemployed, lost job due 
to absenteeism. 

Final Staff Evaluation- Heeds on-going counseling, but not interested. 
Not a good job risk at present. CHRP was moderately effective in 
promoting employability. 

******* 
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Female, age 23, head of household, 4 children - ages 5,':4,-3, 2. Male 
friend lived in. worked, alsoon welfare. Client left school (8th grade) 
age 16. 

Past Health History- lifelong anemia - j 

Presenting Health Problem« .phvsical exam requested by referring agency. , 
Chief Physical /Psychol oqical findings- fatigueability. decreased exercise 

tolerance. Beta score 70. Hypochondriasis score at initial 6, at final 2. 
Social Evaluation at Initial- Perceived herself to be in good health.- Coped 
' normally with problems. Her purpose in coming to CHRP was Jo seek help 

with employment. 

Social Evaluation at Final - none . " - 

Current Welfare Duration- 5 years 

Wel fare Support- at initial - $190.00, at final - $267.00. . , ^ 

I p.cervention- Exercise program to increase stamina and" vital .capacity..- 

2 months. Vital, capacity improved slightly. (22 contacts") 
Mork J jstory/Status- School aide, domestic, assembly work. She had^rked' 

2 yearsrs tiidnths ^had 3 jobs. L'ast worked in. 1970. Referred to CHRP 

by SETA. She was in job tv'aining 1/2 day and school 1/2 day at 3 months. 

Self-placed in factory assembly work $3.20/hr. (raised from .$2.30/ hr.) 

7 months after entry. 

Final Staff evaluation- Client had few health problems. She responded 
well to CHRP exercise program. Likes her work and has- gained needed 
weight (12 Ihs,), 



Female, age 52, head of household, mother of 3 children - one age 8 at home. 
Client had male friend living with her - receives social security; 8Jth 
grade education leaving school at 15. 

Past Health History- She detailed a.life of health problems; repeated. bouts 
of pneumonia; scarlet fever, tonsillitis and bowel trouble as a child, 
stomach pains, kidney problem, enlarged heart, conjunctivitis; arthritis, 
sleep problems, cholycystitis, caesarian sections and varicose veins as 
an adult. 

Presenting Health Problem- Referred for evaluation of stomach herma, 
arthritis of knees and emphysema. . 
Chief Physical /Psvcholoqicaa findings- Ill-fitting dentures, not worn. 
Right flank myalgia, cardiomegaly, obesity, hiatal- hernia, seborrheic 
dermatitis, arthritis, knees, spine, congenital urinary problem (double 
collecting system), anxiety. Beta score 99, hypochondriasis at .iMtial 
18, at final 15. - . • • , 

Social Evaluation at Initial - CI ient came seeking help with health problems 
impeding employment. Frustrated, she was converting problems into 
somatic complaints. She also had problems with an older daughter. 
Social Evaluation at F.inal- She had developed insights and better handling 
of social problems. Mental status improved. • . 

Current Welfare Duration- 9 years; • , ^ . ' x 

Helfare Support- At initial - $291.00, at final - $263.00 (changed* resideace) 
Intervention- Individual and group counseling, an exercis^e program, and 
weight reduction were all well received by client. She was fitted for new 
dentures but would not wear the lowers. (-30 contacts) « 
Work History/Status- Assembly work in 1967. She held the job 12 months. 
Final Staff Evaluation- Work cmild be the solution to-many^problems for. 
her, but her age, minimal worT hi story and .health mitigate against 
employment, even in her improved physical -emotional state. 



******* 
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Female, age 23, not head of household, chifd - age 1, lives with her 
boyfriend who works; high school graduate." 

Past Health History- She reUted "a touch of polio" as a child, also^ ' 
apperrdicitis, tonsillectomy, allergies, , As an adult, she said 5he hf"i 
had a back problem, constipation, chest pains, miscarriage and pneur.^nija.' 

Presenting Hfealth .Problem- Back problem, skin problem, constipation. 

Chief Physical/Psyclio logical findings- Dermatitis., hands; bac!<: problem, 

.post-polio, chest , pain,- constipation, anxiety syndrome and dors^T . 
scoliosis. Beta score was 114, hypochondriasis at initial 9, at 
final 4. * • ' . ^ 

Social Evaluation at Initial- Client came seeking job training and placement,. 
Although she left her job due to back troyble, she was optim-ls tic about . 
work. She expressed a phobia about public transportation, was sodla.lly 
withdrawn and dependent on boyfriend; ■ . . . ' 

Social Evaluation at Final - Rejected .counseling after 2 times. 

Current Welfare Duration- 2 year's. ' , ' \ * " 

Welfare Support- At Initfal -$132.59, at final (3 months) $132.59. 

Inter ventioCT Tready in doctor's care .for back. Followed doctor's order 
for dermatology problem. Did not perceive CHRP .as prerequisite to' 
employment. , , ' " 

Work History/status- factory assembly, 9 months, bankteller 9 months, 
Last worked in 1974. While with CHRP, she was^mbivalent about SETA 

Job Training. . ^ . u ■ - ' 

Final Staff Evaluation- She needs. job tkill^ but may not seek them. •. 
Motivated to work. She moved to Florida^?. months after evaluatioy to. 
seek employment there. .---'^ , ' -yV^T' ^ 

******* ' ,. , ■ 

^ r ' • . • 

Female, age 36, head of household, 2 (Children - ages 14, 12;- 8th grtfdd 
education, left school at 16 to work. " . , . . 

Past Health Histor y-Hospitalized for nervous breakdown 1960-62. Gall bladder 
obstruction, asthma 1975-76, treated medically. She had received treatment 

•for dizzy /Spells and plantar's warts and used diet pills, for weight ToTss. 
Tubal ligation 1975. " ^ . ■ ^ / - ' 

Presenting Health Problems- Plantar wart, gall bladder disease, family / 

problems. • • ' , ^ "^.i ■ • 

Chief Physic al /Psychological findings- Hypertension, obesity, non-functioning 
gall bladder, plantar callous, anxiety state, asthma. -Beta 97, hypochon- 
driasis at initial 8, final 8. * • - j t 
Social Evaluation at Initial- Insecurity and .a sense of powerlessness in dealing 
with .problems. Emotionally unstable. ^ • ' - 
. Social Evaluation at final- Not reported. Client refused counsel ing... ^ 
Current Welfare Durat1on- 9 years. ' 
Welfare Support-at initial $292.00, at final $292.00. - 
Intervention-Attended 4 sessions of weight reduction diet and exercise, then 
cancelled se veral sessions. Refused gall bladder evaluation, denied anxiety. 
Foot problem improved with outside care. (17 contacts) • ^ .> • 
Work History/$tatus- 3 jobs as waitress, house4<eeper, factojry worker.. Employed 
3 years, last worked 1959. " . , ' . ^ . ./ a. j 
F inal Staff Evaluation- She is capable of doing a sitting job at)d -indicated an. 
^interest in being a telephone operator. Level f^otlvation is low. At^^ 
. final,' she' was applying for licensing as day care mother. CHRP unaWe to. 
effectuate much change to promote emplpyability. < . 

it * * ± * * * , 

220 ' ' 
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Male, .age 50, head of. household,, infant son and the baby's mother who are 
afl§o,on welfare live w^th- him. Left school at 16 to go to work, having 
completed 6th grade. 

Past Health History- Slipped disk, and back pain for 22 years; numbness of 
hands with^qertain woi^k for 9 years. 

Presenting. Heal th? Problem- chronic hack sprain, neuritis in fingers, may need 
.glasses. 

Chief Physical/Psychological finding^s- Oegen.erative arthritis, spine, poor 
hygiene, dental accretions, poor near vision, obesity. Beta score 93, 
hypochondriasis at initial 13, at. final 17. 

SociaV Evaluation at Initial- Client isought help with back and vision to 
increase his employability. Also needed help with hygiene and job seeking 
skills. ' , \ > , . ' 

Social Evaluation. Final - AppeareB^cleaner, biit cdor was ^offensive. 

Current Welfare Ouration- 2 years, 4 months. 

Welfare Suppoht- at. initial $213.32, at final $233.33. 

Int6rvent1on- Excel lent response. Health education, weight reduction, dental 
care and back exercises produced better hygiene, 7 lb. weight loss, dental 
cleaning and restorations, also r*educed back pain. Lab. studies revealed 
gonorrhea, for which he was treated. Also treated for a new shoulder 
byrsitis. Job counseling showed no deterrents to employment other than 
physical Vjmitations (17 contacts). 

Work History^/Status- Janitorial and factory work. He worked 26 years in 6 
Jobs, was last employed in 1975. Registered with WIN 11/76, p^laced in 
job search 3/77, unemployed Vs of 2/16/78. ^ 

Final Staff Evaluation- Client i^ capable of working full time^ Is highly 
motivated. Job training should be made available to him. CHRP contact 
• promoted a moderate improvement in his employabil ity. 

• <» 

Female, age 37, head of household, 2 children - ages 18, 13; 11th grade 
education; 

Past Health History- Appendectorny as a child, depression, onset age 6, to 
which she ascribed drug and alcohol abuse with hospital fzatlon and 
detoxification. most recently in the fall of 1975. ^he had. tubal ligation 
and vein stripping in 1972. Cervical cancer was diagnosed in. 1975 and 
total >hy5terectoiny scheduled for 1 1/2 months after CHRP entry. She was 
treated in 1972 for pain in left shoulder and for aching knees. She also 
indicated a long history of backaches. 

Presenting Health Problem- Arthritis and bone problems in knee and arm. 
Chief Physical/Psychological Findings-' Chondromalacia, patella, subdeltoid 
Tursitls, varicose veins. Schizoid behavior. Beta 105, hypochondrias! is 
at initial 19, at final ,11. 

Social Evaluation at initial- attractive appearance, anxious about children^ 
and pending operation. Fear and hatred of men, delusions of persecution. 
Unfulfilled -ambitions for self, inabiOdty to find a job. ^ 

Social Evaluation at final- Stated she was not depressed post-operatively. 
Contact inadequate for further evaluation* 

current Welfare Duration- 1 year, 4 months « 

Welfare Support- $351 .00"at initial*, $71ol2 at final. 

Intervention- She was counseling by the doctor once regarding pending 
operation, and twice for personal problems. Post-operatively, she 
rejected further help. (11 contacts) • 

Work History/Status- Almost 11 years employment in 5 different jobs, working 
as , nurse's .aide, waitress, nutrition aide, gas station attendent. l,ast 

^worked. in'l974. 

ftnal Staff Evaluation- Client founcL^job prior to 6-month follow-up, but 
' would not divulge details. ^ ^21 
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Female, age 32, head af household, mother of 3, oldest child -.age 15, 
her boyfriend and his child - a^e 16 lived with her; dropped out of 
school after 8th grade at age 16. 

Past Health Hi story- tonsillectomy - age 8. 3 caeSarean sections, was 

counseling in 1963 for anxiety, and had a tubal ligation in 1975. 
. -Present ing- Health Problem- Nerves - Rh factor in blood, 
. CK-lef- Physical/fsycholoqical findings- carious teeth, anxiety, ceruman 

in ear cana>ls, obesity. Beta score 75, hypochondriasis at initial 17, 

at 3-month follow-up - 9. 
. Social evaluation at initial- A nervous depressed person with personal 

and social problems. Wanted to marry boyfriend. He and his son had 

drinking problems'. Her daughter recently had a child given for adoption. 

•Felt problems prevented seeking employment. ' , J 

, Social evaluation at.final- not done'. Client rejected help. 
. Current Welfal^ Daration- 1 yfear. * « 

. Welfare Support at 1n1t1al- $236.66, at final - $0.00. 
. Intervention-Appointments were made to irrigalfe ears, instigate weight 
"reduction program, counsel, and for dental treatment. She cancelled 

most and did not show for the rest. (14 contacts were attempted) 
, Work Histof-y/Statiis- She had held 3 jobs for 2 months ?ach, working as 

waitress,, dtshwasher, factory worker. Last worked 1975. 
. Final Sta ff Evaluation- Rejected any help, claiming she did not need it. 

She repeatedly stated she. did not want employment. She moved out of town. 

■k -k'-k -k -it -k-lr 

. Female., age 30, head of household, 2 children - ages 12, 10; graduated 
from high school at age 17. , . ^, ... 

Past Health History- tonsillitis as a child, toxemia of pregnancy and high 
blQod pressure in 1963. a kidney infection with af^her pregnancy, therapy 
in 1966 for anxiety related to divorce, two abortions, back problem, onset 
1973, tubal ligation in 1975 and surgery for dysfunctional uterine bleeding, 
1975 

CxJresentin q Health Problems- nerves, back problem, high blood Pressure. 
. CMef Phylical VPsvcholoqical findintjs- anxlety, degenei;ati ye arthritis, 
L4A5 disk. Beta score 99, hypochondriasis score at initial - 20, at 

. social Ev aluation at initial - thin, attractive "appearance. Believed her 
back and high-blood pressure prevented employment. Anxiety regarding 
divorce, terminally ill .father. She and children in family counseling 
Social Evaluation at final - Lacked sel T-confidence. low self-esteem. • 

• ■ Increased job motivation - had Interviaved for. but not gotten several jobs. 
.M Trrent welfare duration- 3 1/2 years. , 

. Welfare Su pport at 1nitial- $350.00. at final - $341.66. 
Intervention-She was recept ive to rehabilitation, attended regular y for 

• psychologica l counseling' and back exercises. Had back x-rays, discontinued 
antidepressant medication prescribed by psychiatrist. (23 contacts) 

. Work History/Status- Security guard for 7 months in 1975. 

. Final Staff E ^^aTHition -Still greatly lacking in conf!dence. CHRP of 

moderate help, but needs job counseling and skills training. Would 

also need child care. v 

******* 

0 



-192- 



• • Female, age 37, head of household, 2 children - ages 13, 10; graduated 

. from high school at 18. ' ^ 
, • Past Health History- Obesity for 13 years, treated by diet and thyroid. 
One abortion,* vaginitis with odor 1975 .to present. 
. kresenti ng Heal th Problems- vagi nal odor. 

. Chifef Physical/Psychological findings- vaginitis, obesity, hypertension, 
poor hygiene, hypothyroidism (treated), plosis, left upper eye lid, left 
5th trigger finger. Beta score 102, hypochondriasis at initial 2, at, 
final 4. 

. Social Evaluation at Initial- Appropriate behavior, seemed clean but odor 
was detectable. She had been fired from SETA job 2 1/2 months previous 
duetto odor. 

. Social Evaluation 'at Final - Free from odor, job-ready. 
. Current Welfare Duration - 12 years; 
. Welfare support at inftTal- $145.16, at final $231 ,00. 
. Intenvention- Health education and treatment for vaginal odor included home 
» ^ visits. Diet counseling, weight reduction. Lost 17 lbs. in 6 months. 
She was cooperative' throughout. (18 contacts) 
. Work History/Status- Two SETA jobs as clerk-typist - 2 1/2 years. 
. Final Staff Evaluation- CHRP helped with employ ability. 

******* 

. Female, age 37, head of household, 4 children - ages 16, 12, 11, 10; 

high school graduate. 
. Past Health, History- Dermatitis hands, weight loss, 3 years, irregular 

menses , earaches , nerves . ' r • 

. Presenting Health Problems- contact dennatitis hands, psoriasis. 
. T^f Physical/Psychological findings- Psoriasis scalp, underweight, varicose 
veins left leg, atopic dermatitis, hands* mild anemia, anx1ety.> Beta score 
120, hypochondriases at initial 9, at final 2. 
. Social Evaluation at Initial- Appropriate appearance, skin blemished. Hyper- 
active, nervous. Involved in community activities surrounding her children. 
Planned to do babysitting. 
! . ' . Social Evaluation at fina^l - none done* 
1 . Current Welfare Duration - 10 years, 

i . Welfare Support at in1tTal- $432.00, at final - $488.68. 

. Intervention- Dermatologic evaluation and treatment. Birth control counseling, 
diet counseling, job counseling. Help buying stove, refrigerator to 
qualify her as day care mother. Her anxiety state improved, but other 
problems remained the same. (20 contatts) 
• Work History/Status- She had worked as a machine operator in 7 factory jobs 
I - over a 5 1/2 year period. She was babysitting in her home while in CHRP 

' and licensed as day care mother. 

: Final Staff Evaluation- Intervention moderately effective. 
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. Female, age 37, head of household, mother of 2. Ten-year old child and 

boyfriend who has applied for welfare lived with her; left school at 

18, having finished 8th grade, so she could go to work. 
. Past Health History- Rickets, as an infant, toxemia in 1957, lymphadenitis, 

mennorhagia, caesarian section, and a tubal ligation. 
. Presenting Health Problem- Humbness - hands and feet, acbes in neck, shoulders 

and feeti ' '• ' ■, ' 

. Chief Physical/Psychological findings- Bursitis-shoulders, varicose veins, 

obesity, asthma, cystocele, functional heart murmur^, irregular periods. 

Beta score 109i hypochondriasis at initial 12, no final done. 
. Social Evaluation at initial- Problems with emotionally disturbed son, problems 

with boyfriend. "Numerous health complaints, desired; job in nursing or 

secretarial work. 
; Social Evaluation- at fihal- not'done. 
. Current Welfare Duration- 6 months.' 
. yjelfare Support at initial - $291 .00, at final. - $0.00. 
, Intervention- Recommended were: diet counseling, exercises for neck and 

shoulder, elastic stockings, pap smear, x-ray for abdominal mass. Client 

attended one diet counseling session before having GYN sungery and 

requesting her case be handled by local, family medicine clinic where she 

had been:a patient. (5 contacts) 
. Work Hi story/Status- Five housekeeping jobs, for 3 1/2 years - she last 

worked in 1975. 

. Final Staff evaluation-N eeded opportunity -for job training without which 
' her employability is restricted. 

******* 

, Female, age 37, head of household, 1 child - age 6; 9th grade education, 
leaving school at 16 because her father would not buy her books* 

. Past Health History- Whooping cough and tonsillectomy before age 6, chronic 
fatigue and nerves as school child and throughout life. She had had a 
hemdrrhoidectomy (1964), flatulence and indigestion, hiatus hernia, 
recurrent ear infections, a hysterectomy for infected uterus and surgical 
correction of deviated nasal septum. She had recently had sinus x-rays 
to determine cause of headaches. 

. Presenting Health Problems- nervous condition. 

. Chief Physical /Psychological findings- ^anxiety, chronic otitis externa, 
surgical menopause, asymptomatic hiatus hernia, left maxillary sinusitis. 
Beta score 91, hypochondriasis at initial 17, at final.9. . 

. Social Evaluation at initial- Social isolation, paranoid about leaving • 
home. Had left jobs because of nerves. Present living conditions are 
bad because, of neighbor. . u ^ i 

. So cial Evaluation at final - Moved. Some improvement in that she had learned 
to trust the friendship of the CHRP staff and accepted volunteer work 
part-time. 

. Current Welfare Durationa l 0 years. 

. Welfare support/tit initial- $292.00, at final - $292.00. 

.. Intervention- Ihdiviaual and group counseling, relaxation techniques, 
general support for problems. Developed, dependency on staff, but 
always reciprocated a kindness. Job counseling led her to apply 
for intake at OCETA, but there has been no follow-up (24 contacts). 

, Vfork History/Status- Employed for 6 years, 4 months as waitress, sales 
clerkj'fittlng room attendant, last worked in 1968. 

. Final Staff Evaluation-Capable of working full time.- 



* * * *3M 
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female, age 48, head of household, 1 child - age 12; 9th grade education, 
left* school at 16 to work. 

Past Health Hi story- *! i f el ong" bronchitis , and nerves. Tuberculosis and 
appendectbiTiy as child, burjsitis, shoulder 1970 to present, arthritis, 
back, menorrhagia, seizures 25 years, heartburn, kidne:?\infection, 
urinary incontinence, miscarriage, premature delivery, .menopause, 

.palpitations, contact dermatitis, pain right calf. 

Presenting Health Problems - Arthritis, back, chronic bronchitis, nerves • ^ 

Chief Physical/Psychological findings- Back pain (L-S syndrome) ,cKroaic 
phlebitis - right calf, chronic brondiitis, contact dennatitis, anxiety, 
obesity, -identulous, hyperuricemia. Beta score - 111, hypochondriasis 
initial - 17, final - 13. 

Social Evaluation at initial- Appropriate appearance, ascribed obesity to 
past problems. Nervous and depressed. Requested physical and emotional 
rehab but not work. 

Social Evaluation- at fi nal -Behavior indicated no intent to change. 
Current Welfare DuratToTP Ta years. 

Welfare Support at ini"tial - $270.00, at final - $291.00 (change of residence). 
Intervention- Referred for dentures, evaluation of bronchitis, treatment of 

phlebitis, bursitis and back. In-house, psychological, diet and smoking 

counseling, weight reduction. Sporadic compliance, motivated only by 

welfare coercion. Little progress. (16 contacts) 
Work History/Status- 3 jobs, 2 years employment. Worked as waitress, 

chambermaid, maintenance. Last job 1974. 
Final Staff Evaluation- Hot motivated to change. or to work. 

Female, age 30, head of household, 3 children - ages 13, 9,. 6; left 
school after 8th grade. 

Past Health History- Ectopic pregnancy, hysterectomy, salpingoophorectomy, 
surgical menopause, nervous breakdown for which she was hospitalized, 
and allergies. 

Presenting Health Problen)S- Effects of nervous breakdown. 

Chief Physical/Psychological findings- anxiety, underweight, viral syndrome. 

Beta 100, hypochondriasis at initial 6, at final 2.- 
Social Evaluation at Initial- Very attractive appearance, introspective, 

untrustlng. Social isolation. Motivated to work, to change. 
Social .Evaluation at Final - Significant improvement socially and personally. 

Current Welfare Duration- ^IO 1/2 years 
Welfare support at 1nTtTa1- $378.00, at final $255.00. 
Intervention- Psychological and job counseling - responsible attendance, 
^erJous. Involvement with progress.. Diet counselling produced 14 lb. 
weight gain. (24 contacts) 

Work Hi story/Status- Hi grant worker, dishwasher, apprentice baker. 5 jobs 
1n t years, last worked in 1966. <f ^ 

Final Staff Evaluation- Very effective rehabilitation. High school 
equivalency In progress. Also clerical studies at community college. 
Prognosis for employment excellent. 
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. Female, age 48, lived in son's house with 3 sons and daughters-in-law. 

Left school after 1 0th grade to work. 
. Past Health History- Hepatitis 1954, stillbirth, premature delivery, slipped 

disk, nerves and conversion hysteria at menopauses, tremor of head and 

■kidney stones. 
. Presenting Health Problems- nervousness. 

. Chief Physical /Psychological findings- Tremor, head and upper body. Im- 
paired breathing, anxiety, dental caries. Beta 84, hypochondriasis at 
initial 10, at final 17. 

, Social Evaluation at Initial - Shabby unhealthy appearance. Bad teeth, 
nervous. Financial problems caused recent eviction and mo\/e ;to son's 
home, where she was in duress. Open to prospect of worki^ig. 

. Social -Evaluation at Final- Moved. Still nervous, unhealthy. New set of 
probl ems . Responded, wel 1 to CHRP when she had transportation and was 

\ not too ill.' 

. Xurrent Helfare Duration- 6 years. 

. Welfare $upport- (plus Social Security) initial - $99.86, at final $93.60. 
. Intervention- Breathing exercises, counseling and valium, referral to dental 

ctinic and neurosurgeon. (23 contacts). 
. Work Histbry/Status- Worked as salesclerk 1951-54. 

. Pinal Staff -Evaluation- Age, poor health, lack of skills and work experience sug- 
gests poor prognosis for employment. Working at final as babysitter. 
' CHRP moderately helpful . 

» 

******* 

. Male, age 38, head of household, lives with" wife and 5 children - ages 

9, 8, 7, 6, 4; Left school after 9th grade at 16. 
. Past Health History- Concussion as child, with ongoing headaches and neck 

pains. Back pain." 
. Presenting Health Problems- Back problem. 

. Chief Physical/Psychological findings- Degenerative disk, L3-4, L4-5, 
, spondylosis, L4-5, headaches, spe&ch defect. Beta 79, hypochondriasis 

at initial 8, at final - not done. 
. Social Evaluation at Initial - Shabby, poor hygiene, slow comprehension, 

illiterate. Frustrated by unemployment, welfare. Unconcerned„;about health. 
, Social Evaluation at Final- not reported. 
. Current Welfare Durat1on- 9 years. 

. Welfare Support at initTal - $548.00, at final - $191.00. 

. Intervention- Exerci ses to strengthen back. Attended sporadically. 
Referrals to dentist and speech therapist were rejected. Client re- 
quested and received intercession with welfare so that he should not 
have to'sell his car. (15 contacts) 

. Work His.tory/Status- Graveyard attendant, mason attendant, janitor, laundry 
sorter, 4 jobs, 4 years employed, last in 1975. Worked briefly as dish- 
washer" in a restaurant while with CHRP. J-^ 

. Final Staff Evaluation- Highly motivated to work, but not to undergo formal 
Tefiabilitation of health problems.. Unlikely to succeed at employment 
without job skills, job counseling, 

******* 



226 
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Female, age 24, head of household, 1 child - age 7; 10th grade education, 
left school pregnant at 16. 

Past Health Hi story- 'Nerves, lifelong. Headaches and mennorhagia 2 years, 
abortion, eczema. " 

Presenting f dlth Problems-Severe headaches, stress. . ■ 

Chief 'Physical /t^sycholoqical findings- mild anxiety, tension- headaches. 

Beta 104, hypochondriasis at initial 4, at final 2., 
Social Evaluation at initial- Attractive appearance, timid, paranoid, 

anxiety regarding tension of work relationships. 
Social Evaluation at final- not reported. 
Current VJelfare Duration- y years. 

welfare Support at-initTal- $261.00, at final - $291.00. 
Intervention- Psychological, and job cou .seHng. Little contact (9 contacts) 
but tension headaches disappeared, anxiety improved and she registered 
-with SETA for clerical training. 

Work History /Status- Bookkeeper, posting clerk, waitress, beautician training. 
4 jobs in 2' years, iasi; worked 1976. 

Final Staff Evaluation- Job training should enhance security regarding 
employment. She benefitted from CHRP involvement. 



******* 



Female, age 44, head of household, 4 children, at home - ages 19, 17, 14, 9; 
high school graduate. 

Past Health History- Overweight since 1967. Tubal ligation, appendectomy, . 

caesarean sections, repair of incisional hernia, menorrhagia, therapy for 

menopausal syndrome, 'herniorraphy, cholecystectomy, anemia, medication 

and counseling for nerves, anemia. , 
P resenting Health Problems- Limitations due to surgery, anemia. 
Chief Physical/Psycholoqical Findings-H ypertension, obesity, anxiety, 

neuro-eczematoid dermatitis, edema, legs, menopausal syndrome. Beta 104, 

hypochondriasis at initial 14, .at 3 months 17. 

Social Evaluation st Initial- Appropriate dress, hygiene. Unsightly facial 
blemishes. Tense, worried about health and welfare of children, and' so did 
not want to work full time. , . 

Social Evaluaf -- n at Final - Problems solved by taking part-time employment 

'and adding hou as famiTy adjusted. 

Current Welfare uuration- 3 years. 

We lfare Support at inTtTal- $359.00, at final - $0.00. 

Intervention- Hypertension treatment, dermatology evaluation and treatment, . 
referral for evaluation and treatment of anemia, diet and psychological 
counseling and Job counseling , referral for surgical evaluation of hernia. 
She was not interested in spending time and effort to improve her health. 
Kept appointments, used medications, but after 2 sessions, rejected weight ^ 
reduction and psychological counseling. She lost no weight, but her skin 
cleared quickly. Very responsive to job counseling. (26 contacts) 
Work Historv /Status- 6 jobs as teacher's aide, housekeeper and seamstress in 
"factory. Worked 1 0, years, last in 1975.. Got lunch room job in school 

-while with- CHRP. . , . . ^ 

Final Staff Evaluation- CHRP was very useful in helping. her find work as a 

companion to persons in housing for elderly, where she continued to 

promote new clients as she needed. She earned enough (in addition to 

son's SSI) to get off welfare. Her obesi;ty may cause problems with^ 
employment in the future. 



******* ^y? 
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Female, age 40, head of household, 6 children - ages 19, 18, 15, 14, 12, 11 

and infant grandchild; 8th grade education, left school at 16 to get married. 
Past Health History- Racurrent lung infection (sarcoidosis), back pain, 1964 

to present, bladder infections and leg pains ongoing, nerves, stomach hernia ^ 

hot flashes and insomnia, all ongoing. Eczema. 
Prfesentinq Health Problems- Eczema, back strain, hernia. 
Chief Ph.ysTcaTT'PsychoToqTcal findings- Sarcoid, inactive, hiatus hernia, 

obesity, anxiety, superficial varicosities, scarring, legs. Beta 86, 

hypochondriasis at initial ,6, at final 6. 

Social Evaluation at initial- Appropriate appearance, hygiene good. Very 
tall, large, tense but good communication. Recent separation from alcoholic 
husband, fears for children's welfare. Lost teacher's .aide job due to 
severe eczema resulting from marital tensions. Wanted to work again. 

Social Evaluation at final - Time and supportive atmosphere of group counseling 
improved her emotional status. 

Current Welfare Duration- 2 years. 

Welfare Support at in1tTal- $232.00, at final $315.00. . . * ' 

Intervent ion-Excellent response to individual and group psychological 

counseling . diet counseling and back exercises. Referred for opthalmologic. 

evaluation. and treatment; advocacy for Medicaid approval of glasses. 

E.N.T. referral for recurrent sore throats; surgical removal of blisters 

on vocal cords. (32 contact.,) 
Work Hi story/Status- Employed as cafeteria help, domestic, teacher's aide, 4 

joJjs, total duration 9 years. Last worked in 1974. 
Final Staff Evaluation- She had been accepted for OVR training at local 

handicapped, center. ^CHRP contact. had. been timely and effective. Excellent ■ 

prognosis for ongoing employment following training. 

' ******* 



Female, age 34, head of household, children - ages 13, 12, 7; .9th grade 
education with high school equivalency diploma. 

Past Health History- Pneumonia as a child with lung scarring and ongoing 
breathlessness. Dysmennorhea at menarche. Obesity from 1963 to present. 
Nervousness, onset 1965, diabetes diagnosed 1966. Toxemia of pregnancy, 
complications of lUD, ankle fracture, psychogenic indigestion, 1962 to 
present, podalgia and knee pain.. 3 years, discomfort from dentures. 

Presenting Health Problems- Diabetes, obesity. 

Ch ief Physical/Psychological findings- Impaired breathing, obesity,, anxiety, 
m -fitting dentures, umbilical hernia. Beta H2, hypochondriasis at 
initial 16, final 3. , 

Social Evalua t ion at Initial - Appropriate dress and hygiene, family problems 
surrounding .recent separation. Desired weight loss, diabetes control, work. 

So cial Evaluation at Final - Progress with all problems, weight loss, diabetes 
control. Had job, registered for secretarial job training, male friend 
living with her.' 

Current Welfare Duration- 4 years. 

Welfare Status at initial- $378.00, at final $363.00. 

Intervent-ion-Psycho logical counseling, weight reduction, breathing 
exercises, s moking counseling, dental referral, birth control counseling, 
treatment of scabies. (22 contacts) ,, , . 

Wor k History/Status- 4 jobs in 7 months' employment, ending 1975. Worked as 
chambermaid, drycleaner, cashier, sales. Worked 4 months during intervention 
as school guard full-time, then 3 months part-time. At final, she had 
registered to begin job ^training (not WIN or SETA). 

Final Staff Evaluation- CHRP involvement v:as timely and very effective in 
helping this person overcome emotional problems and deal.^with health problems 



* * * * 
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Male, age 37s head of household, lived with wife and 2-year old son. 1-year 
old daughter in foster care, vis^ited weekly In home; ath grade education, 
dropped out at 16. • ■ ■ 

ffast Health History- Repair of inguinal hernia as a child and again in 1956 
(when; in the Army where he had onset of back pain and started drinking 
^tp excess episodically. Podiatric consultation 1976 for pains in feet 
and Tegs. 

. PVesentinq Health Problems- foot and leg problems. 

T -Cti\ief Physical/Psychological findings- multiple deformities, dyshydrosis, 
. Callouses - feet, episodic alcoholism, partially edentulous. Beta 110, 

liVpoShondriasis at initial 4, at final 9. \ 
■. Social Evaluation art Initial- thin, disheveled, sloppy, poor teeth an\l 
' hygiene, upset by, social services control of his child and his life. 

Distressed by unemployment. 
. Social Evaluation at Final - Problems not resolved, but some improvement 

in physical health. ' 
. Current Welfare Duration - 1 1/2 years. ' , 

. Welfare support at 1nitTal- $320.00, at final $428.00 (change of residence) 
. Intervention- He was receptive to dental referral for treatment and to 

orthopedic-podiatric consultation and treatment. He was non-compliant 

-v/ith, plans for nutrition counseling and health education. Other agency 

provided these in home. (17 contacts) 
■ . Work History/Status- 4 short jobs as tr'uck driver, mechanic, -10 years self- 

employed as roofer,- 13 years employed. Health prevented work after 1976. 
. Final Staff Evaluation- CHRP only moderately effective in rehabilitation. 

His limitation due to foot problems is permanent. High motivation to work 

should make appropriate job training successful. 

****.*** 

. Male, age 30, head of household, lives with Wife, children - ages 15, 14, 
12, n, 9; left sch^iol at 16 after 9th grade to get married. Had 
training in small appliance repairs. His wife worked part-time at Rescue 

Mission. . x 4. j 

.. Past Health Historyr Born with enlarged heart, asymptomatic now. Treated 

for hypertension, 1971, antabuse treatment for alcoholism 1972, surgical 

drainage of lip"oma of back, 1976. Possible torn ligament, at knee, 

thrombosed hfemmorhoidSj 1976. 
. Presenting Health Problems- Alcoholism, leg problems. 
. chief Physical/Psychological findings- Alcoholism, hypertension, alcoholic 

hepatitis, torn ligament - right knee, hyperchoteslerolemia. Beta 89, 

hypochondriasis at initial 22., at final 18. 
. Social Evaluation at initial- Intoxicated, alcoholic social environment. 

Ashamed of problem, motivated to quit and find employment. 
. Social Evaluation at final - Same problems, now having family problems also. 
. Current Welfare Duration- 3 years. 
. Welfare Support at iiTTtTal - $31 7.92, at. final $321.45. 
. InterventlotT '-Alcohol counseling and antabuse treatment, diet counseling, 

hyp.ertens1oi(i Work-up. Three weeks required to stop drinking so antabuse 

could be started. Dry 4 1/2 months, seeking employment. Drinking after 

case dosed at 3 months, and client referred to family medicine center. 

(26 contacts) , . " ■ ' 

. Work History/Stat us-3 jobs, cleaner, janitor, truck <ir1ver, employed 6 years, 

last in 1968. Short employment during rehab as laborer. 
. Final Staff Evaluation- CHRP intervention very effective but all involved 

recognized need for long-term treatment. 
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Femalei age 52, head of household, 3 children - ages 20, (worked, no 

contribution to support) 13, 11, and male friend, unemployed, not on P. A. 
Past Health History- Appendectomy, broken leg - 1971, broken arm - 1974, 

menopausal syndrome and. indigestion - 1974 to present, .suicide attempt-1975. 
Presenting. Teal th Problems- femal e problems. , ' ■ 

Chief Physical/P-sycholoqical findings- Menopause, situational anxiety, obesity, 

dorsal kyphosis, derriiatitis, breasts. Beta 100,, hypochondriasis score at 

initial. 6, final - not done. 
Social Evaluation- at initial- Appropriate behavior, shabby, obese, fair hygiene; 

Problems with children.- 

Social Evaluation ,at final - Non-compliant, no treatment. 

Current Welfare Duration- lS ygars, 

WeTfare support at initial - $204.48, at final - :$1 52.90. 

In terventlon- Recotnnended wer6 weight reduction and family counseling . 

' R^luctantycompliance for 3 months then passive rejection. (13 contacts, 

7 of which were requests for compliance) 
Work History/Status- Lunch aide, bakery worker, salesclerk, factory stapler, 

inspector. 5 jobs, 3*1/2 years worked, working as lunch aide at entry, 

then as clerk in bakery. ^ . ^. 

Final Staff Evaluation- Unable to contact her for follow-up. CHRP seemingly 

ineffectual in producing health improvement. She seemed determined to 

work, and able to find a job. 

******* 

Female, age 44, head of household, 2 children - ^ges 15, 12; high school 

■ graduate. » , . ..^u i 

Past Health History- Stated she had had malaria as a child with annual 

recurrence of symptoms until age 25. Chronic paranoid schizophrenia -• • 

13 jears, treated medically, hospitalized 1976, lifelong constipation. 

Hysterectomy - 1967 as fertility control. Obesity, +50 lbs. in 1975. 
, Presenting Health Problems- nerves. ... . 

, Chief Physical/PsycholoqTcal findings- Chronic paranoid schizophrenia, 

massive obesity, borderline hypertension, sickle-cell trait. Beta 95, 

hypochondriasis at initial 8, at final 18; ' 
, Social Evaluation at initial- Fair hygiene and appearance, pleasant. 

Related problems with children, landlord, unpaid bills. Rel]gio"S. 

Currently in outpatient status at psychiatric hospital. Motivated to 

improve her condition and to work. j , . 

Social Eva luation at final- Unavailablg for regularly scheduled group 
' counsel'i^i^ Well accepted by others in group, but lacks coping 

mechanisms for stress. 
. Cur rent Welfare Duration- 9 years. , , ^ 

"Welf are Support at Initial - unknown, at final 0 (reason unknown) 

* "nit eVvention- Weight reduction and diet counseling - showed for 3 sessions 

* out of 7. ^Group psychological counseling - see above (14 contacts). 
Work h; story/Status-Home aide, cashier, elevator operator, record clerk. 

^ jobs, for total duration of 8 weeks. Last worked 1973. Took night 
maintenance job in facility housing CHRP (referred for it by CHRP). 
Absenteeism caused her dismissal after 1 Week. 
. Final Staff Evaluation- Ho goals for rehab. were reached. She is a poor 
"prospect for employment. At case closure, she was continuing therapy 
at psychiatric center. 

******* 
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^ Male, age 24,^ head of household, lived with wife, 3 children - ages 6, 3, 1; 
dropped out of school after 8th grade at 16. 

Past Health History- Appendicitis as a child. Bursitis shoulders-1975- 
injected Ix, d1(} not follow up. Nerves since 1975. Low back pain, onset 1976. 
. Presenti ng Health Probl ems- Burs i ti s . 
. • CniJBf Physical/Psychological findings- Anxiety, mild, low back syndrome, 
arm pain, bilateral, dental caries. Beta 76, hypochondriasis at initial 
20, .at final 20. 

. Social Evaluation at initial- Appropriate dress and hygiene, tense. 

Motivated to work but saw health problems as severe and work-limiting. 
. Social Evaluation at final- Denied emotional element of health problems. 

Rejected counseling . Hostile re: CHRP involvement. 
. Current Welfare Duration- 3 years. 
^. Welfare Sjjpport at initial - $466. 00, at final $428.00. 

V Intervention-Recommended: Psychological counseling; relaxation techniques, 

x-rays - shou.ldeps, arms, back exercises, dental care. X-rays negative. 

Attended 2 exercise sessions: under dt/ress. No dental treatment. Was 

mandated to/ return (by welfare). (14 contacts) 
. Work Historyystatus- 6 jobs, as produce manager, supermarkets, assistant 

manager, gas stations, security guard. 5 years employment, last worked 1975* 
. Final Staff Evaluation- Discrepancy between stated desires for relief of 

bursitis and pursuit of same. (He had not pursued course of treatment of 

bursitis in 1976^^ No evidence of problem on x-ray. 

★★★★★★★ 

^.Hale, age 27, head of household, lived with pregnant wife and 2 children - 
ages 2, 1; suspended from school after 9th grade, age 15, because of 
behavior. 

Past Health History- Asthma a$ child, also neck injury and possible 
shoul der fracture wi th subsequent arthritis ongoing. Hiatal hernia 
as adult, car accident - back spasms, nerves for which he was hospitalized, 
obesity. 

. Presenting Health Problem- Nervous condition. 

. Chief Physical/Psychological findings- Hiatus hernia, obesity, mild 

hypertension, varicose veins, left leg, anxiety. Beta 96, hypochondriasis 
at initial 24, final "- not done. 
. Social Evaluation at initial- Appropriate dress and hygiene, concerned 
with nerves and 110 lb. weight gain in the Marines for which he was 
discharged, ending his career plan. Phobia about death and dying. 
. Social Evaluation at final- not done. 
. Current Welfare Duration- 2 years. 
. Welfare Support at InTETal- $469.70, at final $0.00. 
. I n ter ven 1 1 on- Recoirmended : High school equivalency, psychological coun- 
seling, weight reduction. Attended 1 session each of counseling 
and weight reduction. (8 contacts). 
. Work History/Status- Laborer in foundry. 4 jobs In 3 years. Last worked ^ 

In 1976. Found work in foundry 7 months after evaluation. 
. Final Staff Evaluation- He did not perceive his need for CHRP services. 
With weight loss, he could re-enter Marines, or enter job training. 
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Female, age 30, head of household, lives with her child - age 8 and her 
brother, 19, who works and contributes support. 

Past Health .History- As a child, knee injury with surgical repair and 
resultsnt arthritis, ongoing, severe strep throat,, tonsillitis, life- 
long obesity, diabetes, irregular menses, anencephalic child, hyper-^ 
cholesterol emia," 9 abortions. . 

Presenting Health Problem- obes i ty . 

Chief Physical/Psychological findings- massive obesity, diabetes mellitus, 
degenerative arthritis - knee, hypercholesterolemia. Beta 112, 
hypochondriasis at initial 6^, at final 16. 

Social Evaluation at Initial- Appropriate appearance, behavior. Highly 
work-motivated. Doe§ not see weight or arthritis as limiting job goal 
of nurse-aide despite doctor's advice. Long term maritt^l stress, recent 
separation. Positive outlook- 

Sft: i al Eval uati on at f 1 nal - Excel 1 ent cooperation. Lack of weight loss^ 

indicative of self-destructiye tendency. Progress on personal problems. 
Current Welfare Duration- 3 years. 
Welfare Support at inTtTal- $260.00,- at final $191.20. 
Interventio n-Weight reduction, group counseling. (^3 contacts) 
Work H1story/Status- 5 jobs as domestic, home aide, waitress- day care 

mother. 4 1/2 years employment. Last worked tn 1975. Had nurse's 

aide training through manpower program prior* to entry. 
Final Staff Evaluation- Massive obesity, is work-limiting. CHRP efforts 

toward weight reduction not successful. 

★ ★ * jfr ★ ★ ★ 

Female, age 40, lives with her-married pregnant daughter and her husband 
who both work, their'child age 6 snd- her 3 children, 17, 11, 7; 0th 
grade education-left school to' work. 

Past Health History- As a chiTd^ she received burns of her back requiring 
skin graft. As adult, she^ had an ovarian cyst removed in 1961, a 
punctured eardrum with hearing loss, ectopic pregnancy, joint pcins, 
nerves and depression, and insomnia. 

Presenting Health Probl ems- Depression > fatigueabili<y, partial hearing 

loss. . , 

Chief Physical/Psychological Findings- Anxiety depression, scars, back, 

hearing loss - right ear, obesity, vaginitis, joint pains, osteochondroma, 

right elbow. Beta 98, hypochondriasis at initial 20, at final - not done. 
Social Evaluation at initial- Sociifl isolation, crowded home, family 

tensions, lacks stimulation. Motivated to'work, job skills limited. 

Also wants high school equivalency. She had a realistic appraisal of 

problems. 

Social Evaluation at Final- Status essentially unchanged. Expressed 
interest in job training for keypunch operator. 
Current Welfare Ouration- 16 1/2 years. 

We] far ^ Support at IniTTal - $248.84, at final - $137.50. Reason for change 

not known. . . u ^ • 

Interventiont Counsel ing for anxiety depression. Weight reduction, 
evaluation and treatment of joint pains and hearing loss. Excellent 
response for 1 month with improvement of mood and 6 lb. weight loss, 
after which she failed to come and could not be reached. Referred to 
Health Department Indian Reservation caseworker for foll-^^rn, (6 contacts, 
15 attempted contacts) 
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^. Work HistQry/Status- 3 jobs, housekeeping, food service worker, factory, 

duration 1 1/2 nwnths, last worked in 1977. ^ 
. Final Staff Evaluation-CHRP intervention onl-y temporarily helpful. 



• ******* 

Female, age 39, f\ead of 'household, 3 children - ages 12, 11, 8; dropped 
• out .of school after 8th grade. Now has high school equivalency. 
. Past Health History- Nervous condition for which she was hospitalized, 

miscarriage, dysn^nhorhea^ cramps behind knees, sporadic. 
. Presenting- Heal th-'Problemr H^rvous condition. 

. Chief Physical/Psychological Findings- Emotional disorder, functional 
. heart murmur, neurodermatitis. Beta score 92, hypochon'tiriasis at 

initial 7, at final 2, ( 
. j Social Evaluation "at Initial -Inappropriate appearance, excited, hyper- 
,iLCtive, suspicious, depressed. Hysterical personality.'. Lived 3 years 

in reformatory as a -teenager. .In psychiatric treatment at entry, also 

on "probation for theft. . 
. Social. Evaluation at Final- Some improvement in her social -emotional 

behavior.. Habituated to life problems. Still needed help. 
. Current Welfare Durati on-10 1/2 years. 
; Welfare Support at inftTal- $4g8.00, at final-$258;Q0. 
. Intervention- Psychological counseling. Attendance was made a stipu- 

lation by the probation counselor. She cooperated at first, but after ' 

3 months, attendance was sporadic. (20 contacts) 
. Hork Histdry/Status- 3 jobs, as nurse-aide, riveter and factory seamstress. 

She worked for 1 year, 9 months, last in 1968. 
. Fifial Staff Evaluation- CHRP- intervention was minimally successful here. 
- she needs intensive .psychiatric help with socialization skills before 

considering employment. 

******* 

». . ' ' 

. Female 32, head of household, 3 children-ages 11, 9, 7; left school 

after 8th' grade at 14, pregnant. 
. Past Health Historyr Hospitalized for sync'ope, age 8. headaches, onset 
in teens, neuro dermatitis, onset 1967, total hysterectomy 1972 for 
P.I.D. , Repair incisional hernia 1973. Peptic* ulcer treated medically 
•1974. Tonsil lectpmy 1974. Viral hepatitis 1976-77. 
». Presenting Health Problems- Headaches, skiri problems. 
, Chief Physical/Psycholoqieal Findinjs- tension headaches, mild anxiety, 
chronic neurodermatitis, aggravated by nightrscratching. Beta score 93, 
hypochondriasis at initial 11, at final 9. 
. Social Evaliiation at Initial - Attractive appearance and behavior. Stated 
she had be^n fired from job due to fainting spells. Currently instigating 
Human Rights suit. Also .in counseling for family problems. Wanted 
counselling, job or job training. . 
. Social Evaluation at Fina'l- Coping adequately with problems. Seeking 
• employment. ' 

Current Welfare Duration- 3 1/2 years. 
. Wei fare .Support at initial- $382.64, at final $281.20. 
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. Female,, age 30, head of household, lives with her child -• age 8 and her 
brother, 19, who works and contributes support. ✓ ' ' ' " 

• Past Health History- As a child, knee injury with surgical repair and 

resultant arthritis, ongoing, severe strep throat, tonsillitis, life- 

• Jong obesity, diabetes, irregular menses, anencephali)th child, hyper- 
.cholesterolemia, 9 abortions. • ' ; 

. Presenting Health Problem- obesity,. N " 

. Chief Physical/Psychological findings- massive obesity, .diabetes rqallitus, , 
degenerative arthritis - knee, hypercholesterolemia. Beta 112, 
hypochondriasis at initial G, at final 16. > ' ' *. . 

. Social Evaluation" at Initial- Appropriate appearance, behavior. Highly, 
work-motivated. Does not see weight or arthritis as limiting job goal 
of nurse-aide despite doctor's advice. L^ng term marttal stre^^s, recent-. , 
separation. Positive outlook. ■ ' ' : 

. Social Evaluation at final - Excel lent cooperation. Lack of weight loss 
, indicative of self-destructive tendency. Progress on personal •prob'' ems. , 

. Current Welfare Duration- 3 years. " ' f' ''■ 

. Welfare Support at 1nitfal- $260.00, at final $191 .20. , 

. Intervention- Weight reduction, group counseling. (23 contacts) \ . 

. Work History/Status- 5 jobs as domestic, home aide, waitress, day care 
mother. -4 1/2 years employment. Last worked in 1975. Had nurse's 
aide training through manpower program prior to entry. ■» 

. Final Staff Evaluation- Massive obesity, is work-limitinq. CHRP efforts 
toward weight reductTon not successful. 

******* 

. Female, age 40, lives with her married pregnant daughter and her husband 
who both work, their child age 6 and her 3 children, 17, 11, 7; 0th 
grade education-left school to work. 

. Past Health History- As a child, she. received burns of her back requiring 
skin graft. As adult, she had an ovarian cyst removed in 1961, a 
punctured eardrum with hearing loss, ectopic pregnancy, joint pains, 
nerves and depression, and insomnia. 

. Presenting Health Problems- Depression, fatigueability, partial hearing 
loss. > •' ■ ^ , 

. Chief Physical/Psychological Findings- Anxiety depression, scars, back, 
hearing loss --right ear, obesity, vaginitis, joint pains, osteochondroma, 
right elbow. Beta' 98, , hypochondriasis at initial 20, at final - not done.^ 

. Social Evaluation at Initial- Social isolation, crowded home, family 
tensions, lacks stimulation. Motivated to work, job skills limited. 
Also wants high school equivalency. She had a realistic appraisal of 
problems. . 

. Social Evaluation at Final- Status essentially unchanged.|^Expressed 
interest in job training for keypunch operator. 

. Cu rrent Welfare Duration- 16 1/2 years. 

. Welfare Support at initfal - $248.84, a.t final - $137.50. Reason for change 

not known. , ^ . j ^ 

. Intjervention- Counsel ing for anxiety depression. Weight reduction, 
evaluation and. treatment of joint pains and hearing loss. Excellent 
response for 1 month with improvement of mood and 6 lb. weight loss, 
after which she failed to come and could not be readied. Referred to 
Health Department Indian Reservation caseworker for followup. (6 contacts, 
15 attempted contacts)" 



Work History/Status^ 3. jobs, housekeeping, food service worker, factory, 
duration 1 1-/2 months, last worked in 1977. 

Final Staff Evaluatioh-CHRP intervention only temporarily helpful. 



******* 

Female, age 39, head of household, 3 children - ages 12, 11, 8; dropped 
out of school after 8th grade. How has high school equivalency. 

Past Health History- Nervous- condition for which she was hospitalized, 
mi scam age ,-"dysmennorhea, cramps behind knees, sporadic. 

Presenting Health Problem- Nervous condition. 

Chief Physical/PsychoToqTcal Findings- Emotional disorder, functional 
heart murmur, neurodermatitis. B^eta score 92, hypochondriasis at 
Initial 7, at final 2. 

Social Evaluation at Initial- Inappropriate appearance, excttSd, hyper- 

active, suspicious, depressecj. Hysterical personality. Lived 3 years 
,in reformatory as a teenager. In psychiatric treatment at entry, also 

on probation for theft. 
Social Evaluation at Final - Some improvement in her social -emotional 

behavior.- Habftuated to life problems. Still needed '|)elp. 
Current -Wei fare Duratiop- 10 1/2 years. 
Welfare Support at InitTal - $428.00, at final -$258. 00. 
Intervention- Psychological counseling." Attendance was made a stipu- 

lation by the probation counselor. She cooperated at first, but after 

3 months, -'attendance was sporadic. (20 contacts) 
Work History/Status- 3 jobs, as nurse-aide, riveter and factory seamstress. 

She worked for 1 year, 9 months, last in 1968. 
- final -Staff Evaluation- CHRP intervention was minimally successful here. 

She needs intensive psychiatric help with socialization skills before 

considering employment. 

******* 

Female"^2,' hedd of household, 3 children-ages 11, 9, 7; left school 
after ath grade at 14, pregnant. ... _. u • 

Past Health History- Hospitalized for syncope, age 8; Headaches, onset 
in teens, neuro dermatitis, onset 1967, total hysterectomy 1972 for 
P.I.'D. Repair incisional hernis 1973. ^Peptic, ulcer treated medically 
1974. ..JTonsil-lectomy 1974. Viral hepatitis 1976-77. 

Presenting 'Health Problems - Headaches, skin problems. 

Ch-ief Physical/Psychological Findings- tension headaches, mild anxiety, 
chroni.c neurodermatitis, aggravated b.y night-scratching. Beta score 93, 

. hypochondriasis at initial 11, at final 9. 

So cial Evaluation at Initia l -Attractive "appearance and behavior. Stated 
she had been fired from joF due to fainting spoils. Currently instigating 
Human Rights suit. J^so. ip counseling for family problems. Wanted 
counselling, job or job training. 

Social Evaluation at Final- Coping adequately with problems. Seeking 
employment. 

Current Welfare Duration- 3 1/2 years. 

Welfare Support at initial- $382.64, at final $281.20. 
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Intervention- Counsel 1 ing for anxiety and headaches. Dermatology consult. 
Good participation for, 2 months, then ad-lib counselling. No improvement 
in skin condition. (U contacts) 

Work Hi s tory/Status- 3 Jobs, daycare aide, school aide, cashier, 15 months 
employment, last worked 1976. - • 

Final Staff Evaluation- Benefited from intervention emotionally. Now 
studying for high school equivalency, activeiy'job-hunting. 



ERLC 



. Female, age 41, head of household, 2 children - ages 12, 6 live with her; 

dropped out of school after 10th grade. 
. Past Health History- E.H.T. Surgery, .1964 for otosclerosis - right ear, 

tuberculosis 1967. Cholecystectomy 1972, amenorrhea, D & C 1975, 

hypermenorrhea 1976. Premenstrual- headaches. 
. Presenting Health ProbTems- Menorrhagia, dysmenorrhea. 
. Chief Physical/Psychological Findings- Menorrhagia, menstrual headaches, 

otosclerosis, marked obesity. Inactive tuberculosis. Six children. 

Beta score 106, hypochondriasis at Initial 9, at final 10. 
. Social Evaluation. at Initial- Appropriate appearance and behavior. 

Depressed, concerned about health problems. Interested in factory 

work. foil owing rehabilitation. 
. Social Evaluation afKinal- not done. 
. Current Welfare Duration- ! year. 
. Welfare Support at initTal- $287.24, at final $340.00. 
. .Intervention- Referrals for evaluation and treatment of GYN problems, 

hearing problems. Diet counseling and weight reduction. Her progress 

and cooperation were good. 5 1/2 lb. weight loss, menorrhagia, headaches , 

decreased. Will continue GYN therapy, will have ENT surgery soon for 

left ear otosclerosis. (25 contacts) 
. Work History/Status- One unskilled job in factory 2 months in 1.977. 

Menstrual problems caused her to quit. 
. Final Staff Evaluation - Intervention may prove very beneficial. Good 

candidate for job skills training after rehabilitation is complete. 

******* 

. Male, age 39, head of household, lives with wife and 3 children - ages 

5, 4, 2; left school after 6th grade to work. 
. Past Health History- Hospitalized 1969, stab wound; epilepsy and hyper- 

tension diagnosed in 1976. Alcoholism. 
. Presenting Health Problems- History of epilepsy. 

. Chief PhysicaVPs^choloqical Findings- Alcoholism, alcoholic, hepatitis, 
seizures, cerebral atrophy, mild hydrocephal is, hypertension, arcus senilis 
proteinuria, polycythemia. Beta score 60, hypochondriasis at initial 12, 

. Social" Evaluation at Initial - Appropriately dressed, untidy. Poor historian, 

confused. Denied alcohol problem. • \ , , , . . 

. Social Evaluation at Final- Self-image markedly better after alcohol rehab. 
. Current Welfare Duration- 4 1/2 years-. 

. W elfare Support at lnlt i'al-$318.00^ at final $318.00. r i 4.^ 

. Intervention-Referral tor detoxification, antabuse treatment. Evaluation 
of seizures', discontinued Dilantin (seizures suspected to be of alcoholic 
origin). Hypertension probably due to chronic alcohol intake. Antabuse 
continued on out-patient ba.^is through CHRP. Some job and personal 
counseling, referral to alcohol out-patient unit. (20 contacts) 
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. Work History/Status- Farm laborer in Alabama 12 years, trash collector, 

^12 years. Lost job at onset of epileptic seizures 1975. 
. Final ^Staff Evaluation- At final, client actively seeking employment 
' through WIN. Off antabuse, drinking |ome again. CHRP a definite boon 
to h.is employabiHty. An immediate job is necessary to continued rehab 
benefits.. " ^ 7* ' ' 

. Female, age 31, ♦^l children ages 9,7; dropped out of school at 16 after 

6th grade to go to work. 
. Past Health History -Congenital strabismus, corrected by surgery; f 

apperidectomy 1973; elective abortion 1974; anxiety; onset 1974; ongoing 
. medication. 

. Presenting ;Healtfi Problems- nerves 

. . Chief Physical/Psychological Findings- Moderate anxiety, partially edentulous, 
vagini^tis. Beta score 77, hypochondriasis at initial 13, at final-not done. 

. Social Evaluation at Initial- Appearance disheveled, fair hygiene, mismatched 
clothing. Emotionally unstable, distressed. Fixation re: husband's 
death 7 years previous. Social isolation. Poor verbal /educational skills 
and. understanding* 

. Social Evaluation at Final- No participtftion In counseling; planned to 
develop socialization skills. No final evaluation for social problems. 

. Current Welfare Duration- 6 years. 

. Welfare Support at inTET"al- $186.00, at final $176.00 plus socia^l security. 
. Intervention-C ounseTing recommended also high school* equivalency and 

dental treatment. No participation. ' (4 contacts) 
. Vjo r k H i s top/S t a tu s- Ne ve r worked. Ho job skills. 

• Final Staff Lvaluation- Non-compliant. Receives only medication for anxiety. 

Will need emotional support and therapy if she. is to be employable. 

***** *'* ^ ^ 

. Female, age 38, on Home Relief, lived with 4 female friends all in their 

20's, all in ^chool. 
. Past Health Hiktory- Spondylolysis, onset 19,75^ treated first by osteopath, 
^ then a-chiropn^actor. 
. Presenting Health Problems- Back problems'. 

. Chief. Physical/Psychological Findings- Spondylolysis, obesity, bilateral 
. carpal ^tunnel syndrome, sacralization - L-5 vertebra. Beta - not done. 
, 'Hypocbondr1rasts-at- initial 4, at final 8. , ' . 

. Social Evaluation at Initial- Pleasant, seemed intelligent, sophisticated. 

.Highly motivated to find employment or ire-training suitable to employmervt_^^ 
-..within her physical limitations. Concerned with inability to secure RN ^ — 
' documentation from India through Albany. 
' . Social Evaluation at Final - not done. Unavailable, 
i Current Welfare Duratibn- lO months* 
. Welfare Support at imlTal -$192.00, at final $0*00. 

. Intervention- Diet counseling; back exercises, job and education counseling* 
Pursuit of job prev^ented full attendance, but cooperation produced weight 
los's. - Back problem unchanged, summer job deterred rehab. ^ Produced 
exhaustion, foot problem. (13 contacts) 

. Work History/Status- Private duty nurse, 1961, India. Charge nurse 12 years - 

• Bombay hospital. Private duty in U.S. - 1974-76. Had placed 40 job 
applications. Worked as nurse in summer camp during CHRP involvement. 
Sought OVR support for Voc. Ed. ' • 

. Final Staff Evaluation- CHRP helpful in weight reduction, vocational counseling. 
She Is resourceful and will succeed if she can avoid strenuous nursing. 

' . . * * * 1??^%* ' . • - 
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♦ Male, age 34, on Home Relief, lives with friend on unemployment insurance; 
dropped out of school after 8th grade,- age 16. • 

. Past Health History- Tonsil lectomy as a child. Repair fracture - right leg 
resulting from auto accident - 1962. Alcohol and drug abuse, with 
hospitalization 'for 1 year - 1964-65 and asain in 1976. Surgical removal 
,of part of leg pin prior to CHRP entry. 

. Presenting Health Problems- T^ecent surgery, nervousness, alcoholism. 

. Chief Physical/Psychological Findings- Illiterate, liniitstion of right leg 
due to surgery, Dilateral hallux valgus, dental caries (restorations in 
progress) history of alcoholism, drug abuse. Beta score 97, hypochondriasis 
at initial 12, at final 25. , • . 

. Social Evaluation at Initial- Appropriate dress and hygiene, nervous but 
friendly, eager. Limps. Extensive drug and alcohol history, prison 
record. Motivated to seek development of artistic talents, recognized need 
to upgrade Literacy skills.^ In ongoing counseling (4 years). 

. Social Evaluation at Hi nal - Procrastinated, re-entry into literacy program. 
Needed improved self-discipline. Intended to find. a job.- 

. Current Helfare Duration- 3 years. 

. Welfare Support at Initial- unknown, at final - unknown. 

. Intervention-V ocational counsel 1 ng cued referral for ^literacy training. 
In project 5 months, most contacts by phone. Put off enfry in Literacy 
Volunteers prior to surgery, and while put of town to evade .pol ice. Had 
made no contact at case closure. (14 contacts) 

. Work History/Status- Self-employed as barber,, age 19, until accident. Also 
had worked 1 year as farm laborer, 2 months in construction. No work 
after-accident, 1962. 

. Final Staff Evaluation- Has potential for employment but would require 
intensive retraining of habits regarding achievement. ' 

******* ^ 

. Female, age 49, lives with her 3 chUdren^ - ages 17, 16, 13 and 2 grand- 
children - ages 6 and 5 who receive child support. High school graduate 
with training in computer operation. 

. Past Health History- Anxiety - 27 years. Obesity - 1965 ongoing. 10 

pregnancies, 7 children, hysterectomy for fibroid uterus - 1969, hypertension - 
1970, neurodermatitis - back, hand pain - 1.976. 

. Presenting Health Problems- Hypertension, dermatitis. 

. Chief Phys1cal/Ps.ycholoqical Findings- Hypertension, pain - right thumbs 

obesity, neurodermatitis - back, dental caries, periodontal disease, ^ 
, non-deficient anemia, cystic lesion -.left lower eyelid. Beta score 111, 
hypochondriasis at initial 7, at final 5. 

. Socj-al. Evaluation at Initial- Appropriate dress and hygiene, nervous - head 
shook. RealisticaM-y--cojic_grned with health problems wlvlch caused loss 
of job. In vocational evaluatiorr/WIN. aissatjifiedjrffth present health 

care. . -i— 

. Social Evaluation at Final - Improvement in problem solving. Continued 

motivation to work. 
. Current Welfare Duration- 2 1/2 years. 

. Welfare support at initial - $428. 00, at final $0.00 - moved out of county. 

, Intervention- ConsMltatlons and treatment - neurodermatitis, dental piroblems, 
anemia, hand, cyst eyelid. Weight reduction, counseling. She was very 
cooperati;/e throughout, but failed to lose weight. (24 contacts) 
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Work History/Status- 3 jobs, data processing, factory v/ork, clv^rical. 
Employed 5 1/2 years, last worked in 1976. 

Final Staff Evaluatlon' -'CHRP involvement encouraged solution of some 
health problems and .provided Insights for improved health care in 
future* ' 

ie ie -k ie ic -k -k 

Female, 'age 37, head of household, 3 children - ages 14, 12, 11. 5th 
grade education in Puerto Rico. Left school as she was needed at home. 

Past Health His toryr Pneumonia age 7, hospitalized age 11 for head injuries 
resulting from beating^ Varicose veins for 24 years. 10 pregnancies ^ 
6 children, hysterectomy 1972, prolapsed uterus. Hypertension, arthritis, 
anxiety 1976 in counseling. 

Presenting Health Problems- Htgh blood pressure, nerves. v 
Chief Physical/Psyc"Hological Findings- ^Anxiety, varicose veins, obesity, 
mild hypertension, joint pains, dental caries, degenerative arthritis, 
dorsal spine. Beta score - not done. Hypochondriasis at initial 24, 
at final 12. 

Social Evaluation at Initial - Appropriate dress and hygiene, tense. Spoke 
only Spanish,, had interpreter. 10 years in il.S« Numerous health complaints, 
dissatisfied with medical care. Not 'In teres ted in employment. Problems 
with children. 

Social Evaluationjat Final - Foil owed pattern of previous counseling: 
. Sought ^.ranquiVizers but lacked motivation and insight for 'iTK)re In-depth 
efforts. * • ^ 

Current Welfare* Durationa l 1/2 years. 
Wei fare- Support at Initial - $378.00, at final $428.00. 

Intervention- Evaluated and coordinated health care, instigated dental repair. 
Prescribed elastic stockings. Weight reduction, referred for nutrition 
aide. Recommended group counseling to improve socialization skills. 
Attendarice at v/eight reduction and groups poor. No weight loss. (21 contacts) 

Worl^ Hisiory/Status- none, no job skills* 

Final Staff Evaluation' -Intervention of little benefit to employabi.lity due 
to communication problems and lack of motivation and insights for change 
or employment. 

* s> ★ * ★ * ★ ^ 

Female^, age 34, head of household, 3 children - ages 13, 11, 10; left 
school at 16 after 8th grade as she was heeded at home. 

Past Health History- Nerves, anxiety since 1962. Car accident, back pain 1962^ 
Varicose veins 1955. Phlebitis, treated in 1976* 
Presenting Health Problem- low back strain. 

Chief Physical/Psychological Fincflngs- Varlcose veins, dental caries, verte- . 

brogenic pain syndrome, anxiety, neurosis, episodic alcoholism. Beta 

score 83, hypochondriasis at initial 23, at final 20. 
Social Evaluation at Initial- Appropriate appearance, anxious, muffled speech. 

Problems with children. Family social worker currently counselling at home. 

Few social contacts outside home. Pre-ocoupied with family, health problems, 
— rejeateiLidea^ of work prior to their solution* ^ , 

Social EvaTuatfon at Final- Irregular attendance for counseling. Family 

problems took precedence. No change seenT""^' ^ — 

Current Welfare Duration- 7 1/2 years. 

Wei fare 'SuBPort at 1n1t1al- $428.00, at final $350.00. 
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Intervention- 'HeaUh education, back exercises, dental care, support hose 
prescribed. Little cooperation with any recommendations. (11 contacts) 
Work. Histbry/Status- n6ne> No job skills* 

Final Staff Evaluation- Physically able to work, avoiding standing, stooping, 
bending. No apparent desire to improve health. Should be referred to 
psychiatric outpatient facility for correction of sick role behavior, 
problem solving and parenting skills. . 

★ * ★ ★ ★ :*r ★ 

Female, age 42, lived with ch«ild age 16 and ma-le friend, employed an^^, 
contributing to household support. Left school at 16, completing 10th . 
grade. . ' • • » 

Past Health History- Removal of ovarian cysts as teenager. Edema - legs, 
1953, ongoing. Toxemia of pregnancy 1967. Hypertension 1971. 10 
pregnancies - 9 children^ - ' 

Presenting Health Problem- High blood pressure. 

Chief Physical/PsychoToqTcal Findings- Obesity, borderline Hypertension, 

varicose veins. Beta score 94, hypochondriasis at initial 15, at final 20. 
Social Evaluation at Initial- Neat, appropriate appearance, congenial. 

4 children in foster homes. State(d,she could not afford to keep them. 

Unable to hold job as recentioriiU in WTN office due to leg swelling. 

Primary concerns, daughter, health, employment. Motivated to work. 
Social Evaluation at Final- Utilized counselling ye^y well.^ Improved 

problem-solving ability. ' • ^ - / 
Current Welfare Duration- 2 1/2 years.* 
Welfare Support at initTal- $273.74, at final $280.00. 
Intervention- Recommended were waight reduction, support hose, hyper- 

tension control , exercise program. Excellent response, but lost no weight. 

Hypertension treated initially, normal without medication at final. She 

concluded intervention at 6 months as she had a babysitting job. 

(22 contacts) 

Work History/Status- 1 job, receptionist, WIN office 1976, 3 monttis. 

Fi na 1 Staff Eval uati on- Empl oyabl e full time, no limitations. Weight loss 

would lessen hazard of re^-^ated edema. Good motivation , to work, needed 

job counselling. 

******* 

Female, age 22, on Home Relief, lived alone. High school graduate; 
nurse's aide training (Job Corp) 

Past Health History- Suicide^ attempt as high school student. D & C plus 
several emergency room visits 1974-77 for menorrhaaia, hypothryoidism, 
insomnia, headaches. 

Presen ti ng Heal th Probl ems- Hypothyroidi sm, uter i ne bleeding. 
Chief Physical/PsycholoqicaT Findings- Obesity, sick role behavior, 

anxiety depression. Beta score 95, hypochondriasis at initial 17, 

at final - not done. 
. Social Evaluation at Initial - Appropriate appearance. Flattened affect. 

Many somatic complaints. (Tistory of visual hallucinations - counseling 

following suicide attempt. Long work history, interrupted repeatedly by 

menstrual problems. 

Social Evaluation at Final- No evidence of impetus for change. Resented 
CHRP health advocacy, ffrrested once while involved with CHRP (reason 
-^ hot-known).. * 
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Current Welfare 'Duration- 16 months. 

welfare bupport at lrir£Ta1 - $211 .00, at final $2n.00. 

Intervention- Recommended; Medical investigation of course of menorrhagia, 

hypothyroidism, headaches. Weight reduction, individual counselling. 

Attended 1 weight reduction session, stated she wanted diet pills. 

Vallum prescribed at client's request, for ajixiety. 
Work History/Statusi S jobs, nurse's aide, teacher's aide, assembler/ 

factory-, sales.. Employed 5 years, last wo/ked'in 1975* 
Final Staff Evaluation- No objective evidence of benefit. ^Arrest required 

consideration of 'possible drug involvement. 

Female, age 26, on Home Relief, lived alone; left school at 11 after 6th . 
grade, stated^ she got sick. 

Past Health Historyr Rheumatic fever and burns - right leg as a child, 
hypertension, diagnosed, 1974, fractured finger - right hand 1975. ' 
4 miscarriages. 

Presen t i ng Hea 1 th Prob 1 ems - Hypertens i on , history of rheumatic 'fever, obesity. 

Chief Physical/Psychological Findings- Hypertension, obesity, chronic rheumatic 
carditis, late effects, injury - right forefinger. It. ventricular cardiac 
enlargement, anxiety depression. Beta score 83, hypochondriasis .at initial 
13, at final - not done. 

Social Evaluation at Initial- Appropriate appearance,, cited boredom, loneliness, 
inactivity, stated interest in job training, counseling and weight reduction. 

Social Evaluation at Final- Interest never materialized. Attendance sporadic^ 
she vyas incommunicative. Away from home daytimes when sought after. 

Current Welfare Duration- 2 years. 

Welfare Support at initial - unknowni^ at, final $211.00. 

Intervention- Recommended: Weight reduction, low calorie, low sodium diet, 
surgical evaluation, finger,, counselling. Came for v/eight group twice, 
counseling oncer Returned post intervention questionnaire with request 
for referral for help with heal,th.. (6 appearances, 15 contacts) 

Viork History/Status- 4 jobs - 1 as maid, 3 as machine operator/factory. 
Employed 7 1/2 years, last in 1974.^ 

Final Staff Evaluation-CHRP involvement was untimely and ineffective. 



******* 

Female, age 26, on Home Relief, lives with male rriend who works and 
contributes to expenses. She completed 10th grade, dropping out at 
17 because she was a slow learner. 

Past Health History- Stuttering since age , 5, treate.d at speech clinic. 
Emotional tension, onset 1975. Severe headaches attributed to anger - 
2-3 months. \ 

Presehtinq Heal th Problems- Speech difficulty, emotional. tension. 
Chief Physical/Psychological Findings- $t^tt6ring, cerumen - left ear. 

Beta 95, Hypochondriasis at initial 1, a^Ljrinal 5. 
Social Evaluation at Initial - Appropriate appearance, braces on teeth. 

Stuttering - mild to moderately severe. Tense. Stated speech therapy 

at 11 and 17 produced intolerable anxiety. Highly motivated to work. 

In adult basic education course,, would like college, human studies. 



Social "Evaluation at Ffnalr Good progress in dealing with tension through 
relaxatl9n techniques. \ Defined vocational goals. 
Current Welfare DurationrS months. 
- Welfare Support at in1tTal- $l84;50, at final, $206.66. 
Interventlon- CounseTTng and hypnosis (not covered by Medicaid, therapy 
was donated), training in relaxation techniques. Removal of ceruman ear. 
Cooperation with hypnotherapy temporary (5 visits) Able to , use relaxation 
skills; stuttering reduced. Client was assisted to seek entry at^ 
community college for nursery school teacher's training. (16 contacts) 
Work History/Status- 5 jobs, salesclerk, kitchen, counteV help, daycare^ 
. office clerk. Employed sporadically for 1 i/2 years - 197(3-76. 
Final Staff Evaluation- Intervention was beneficial in teaching coping 
techniques to reduce tension and stuttering, and in dirjBcting vocational 
, course. 

Female, age 26, lived alone. 3 ChTdren r ages 6, 2,^ 1 in foster care. 
Dropped out of school after 10th grade. 

Past Health History- Skull fracture, insertion of metal plate - 1970; 
' miscarriage. 

Presenting Health Problcms- Obes i ty . 

Ch i ef Physi cal /Psychol ogical , Fi ndings- Obes i ty , anxiety depression, episocjic 
alcohol abuse, dental caries. ^ Beta score 103, hypochondriasis at initial 5, 

,;at -final 12. * ^ ' ^ 

Social Evaluation..afaIn1>t1al - Depressed affect, memory disoriented. In 
foster home until 14o Problems with relfationships, tension^, alcohol, 
health. Stated interest in rehabilitation and employment* 

Social Evaluation at Final- No change. Apparently consumed by stress of 
life problems, precluding investment in rehab. 

Current Welfare Duration- 6 years. 

Welfare Support at initial- unknov/n, at final-unknown (figures not available 
from DSS) * ^ • 

Intervention^ l^commended : Weight reduction, counseling, health education. 
Cooperated with evaluation procedures, but cancelled or missed all 
intervention appointments. Responded to post-intervention questionnaire 
with request for referral for help with problems. (13 attempts without 
contact, 11 contacts) 

Work History/Status- 3 jobs as housekeeper for 5 months in 1972. 
Final Staff Evaluation- Apparently recognizes, need for intensive 
support in. self-devel opment. 

* * * * ★ " 

MaJe, age 29, head of household, lived with wife, 6 children - ages 8, 6, 

5, 4, 3, 1; left school at 16 after 9th grade to enter military service. 

In, night school for business management and high school diploma. 
Past Health History- Hospitalized 1967^' service-connected back injury. 

Pneumonia and bronchitis - hospitalizat-ion 1976. ,Obese*all his life - 

75 lb. weight gain since 1975. 

Presenting Health Problems- Service connected back injury. 

Chief Physical/Psychological Findings- Low back pain, obesity., dental caries. 

Beta slcore - 124, hypochondriasis at initial 22, at final - not done. 
Social Evaluation at Initial-A ppropriate appearance, behavior. Lacked 

confidence that he could get or hold a lob. Felt victimized by others. 

Complained about inadequacy of housing. Dubious motivation for change. 

OVR affiliatidn - 1974 - uncooperative, uniTiotivated. OVR rejected 1977 

application. 

Social Evaluation, at Final-No change. 
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Current Welfare Duration- 7 years. 

Welfare Support at initial - $635. 00> at final - $575.00 plus $38.00/mOp VA 
support.. 

Interventioh- Recbnfinended; height reduction, diet counseling; exercises. 

Attended oh^ v/eight reduction appointment, then cancelled or missed all 

others. Asked for diet plan. Much family involvement. (8 contacts, 

6 additional attempts/CHRP) 
.Work- History/Statusr 5 jobs, general factory work, barber. Worked for 9 

months' - 1969-70. 

FinaV Staff Evaluation- Uncooperative, unmotivated to change or work. 

******* 

Male, age 28, lived with wife and children - ages 6, 5. Dropped out of 
school after 10th grade at 17. Manpower mechanic training. 

Past Health History- Prematurity, developed pneumonia. Injury tc knee as 
a child, obesity - 8 years. History of heavy smoking (4 packs/day), 
cholecystectomy- 1976. 

Presenting Heal th Problems- jObes i ty • 

Chief Physical/Psychological Findings- Low back pain. Beta score 74, 
hypochondriasis at initial 18, at final 14. 

Social Evaluation at Initial- Impaired literacy skills, lack of job skills. 
Has legat and many" personal problems. (dependency on deceased mother and 
health problems* Sick role behavior and somatic complaints). Extreme 
nervousness during interview. Desire for literacy,' job skills. 

Social Evaluation at Final - Improvement of many problems. Compliant, 
with increasing enthusiasm after dental treatment improved his appearance. 

Current Welfare Duration- 5 years. . 

Welfare Support at InftTal- $176o00, at final - $201.00. 

Intervention- Weight reduction, health education, psychological counseling; 
dental treatment. Desultory cooperation w\th diet plans - unable to 
change eating habits during intervention but still trying at final • 
Back pain persisted. (13 contacts) 

Work History/Status- 2 jobs, 1 inemanti foundry, delivery. Employed 9 
months between 1 972-76. 

Final Staff Evaluation- Intervention moderately helpful. Needs long-term 
intensive counseling, continued weight reduction, and employment 
counseling, .Referral made and implemented for adult basic education. 

******* 

Hale, age 23, lives with wife, 10 month infant; high school graduate. 
Past Health History- Umbilical hernia as a child, acne and obesityo 
Presenting Health Problem- Obesity. 

Chief Physical/Psychological Findings- Obe^ 'ty, pustular acne, borderline 
hypertension. Beta score 109, hypochondriasis at initial 2, at final 5. 

Soci al Eva 1 uat i on at I ni ti al - Ho problems other than concern with obesity 
which he stated limited his mobility. Ingrained dietary habits. 
Motivation for weight loss good. Is to start WIN/OJT as security guard. 

Social Evaluation at Final - Not done. 

Current Welfare Duration- 5 months « 

Welfare Support at IniFal? 237.00, at final - $OoOO. 

Intervention-W eight reduction, exercise. Attended regularly, using 
universal gym in building daily 3 weeks (10 Ibp weight loss) until 
placed on night shifto Resumed 3 months latero No net loss during 
ointervention* (13 contacts) 
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. Hork History/Status- 2 jobs, dock worker, gas station attendant, 1 1/2 

years, final - Security guard ([S4.32/hr,), 
. Final Staff Evaluation- Intervention provided Insights into obesity control. 
Referred to other program. Weight loss essential to long-term employment. 

★★★★★★★ 

• Hale, age 45, lived alone. Left school after 9th grade to work. 

• Past Health History- Asthma as child, fracture left foot - 1972, fainting 

episodes since 1974. 

• Presenting Heal th Probl em- Bl ackou ts . 

• Chief Physical /Psychological Findings- Epileptiform seizures -alcohol 

related, alcohol tsm, hypertension, dental caries. Beta score 83, 
hypochondriasis, at initial 17, at final 26. 

.' Social Evaluation djt Initial- Face red, severely blemished, teeth visibly 
bad. Mild mannered, slightly shakey. Stated blackouts (5 times/year) 
prevent employment. Ascribed onset to a fall. Job available upon 
rehabilitation. Socially isolated. Denied alcoholism. . 

. Social Evaluation >at Final- not done. \^ 

• Current Welfare Duration- ! 5 months. > 
. Welfare Support at InitTal- $204.00, at final - $214.00. 

• Intervention- Neurological work-up, liver studies, dental treatment, 

control of hypertension, control of alcohol intake. Cooperative. Stated 

he "stopped (drinking. (15 contacts) . 
, Work Hiitory/Status- Several moving jobs prior to 1963, not remembered. 

4' jobs, cement worker, mover - 1963-75. 
. Final Staff Evaluation- Motivation to work facilHated intervention success. 

Had not known relation between alcohol and seizures. Prognosis good if 

em^ployment is obtained in near future. 

★★★★★★★ 

. Male, age 39, on Home Relief, lives alone. High school graduate. 
. Past Health History- Auto accident as child - hospitalized with fractured 
• vertebrae and nose injury, also laceration -of knee. Long history of 

heavy smoking and nerves, chest pains - 8 months. Cysts on skin. 

Surgical treatment of tendonitis - right leg, hip, back . Hypertension. 
. Presenting Health Problems- Emotional problems, leg problems. 
, Chief Physical/Psychological Findings- Alcoholism, alcoholic hepatitis, 

drug abuse, anxiety depression, vertebrogenic pain syndrome, acne vulgaris, 

hypertension, dental caries. Beta 97, hypochondriasis at initial 21, 

at final 19. 

• Social Evaluation at Initial - Small, fragile appearing, bad complexion, 

nervous, trembling, upset, depressed. Social isolation, anxious when 

away from home - especially driving in traffic. Unresolved tensions 

regarding his homosexuality. Desired part-time work near home, but 

was applying for SSI. 
, Social Evaluation at Final- No improvement. Needed intensive counseling 

and therapy for health problems. 
. Current Welfare Duration- 3 years. - 
. Wei fare Support at Ini tTal - $1 04. 00, at final-$211 .00. 
. I n terven ti on- 1 nd1 vidua 1 counseli ng,, alcohol and drug counseling 

and detoxification. Treatment of acne and back. Responsive, but 
« missed several appointments unavoidably. Denied drinking despite 
^ lab results. No improvement. Referral to psychiatric center for 

treatment at case closure. Was admitted as inpatient. (21 contacts) 
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Hork mstory/Status- 3, jobs, clerk, assistant manager. Employed 10 years, 
worked last In 1974. 

Final Staff Evaluation- Poor prognosis unless he gets effective on-going^ 
counseling, detoxification. 

Female, age 32, head of household, 2 children - ages 15, 7; left school 
at 16 to work. Completed 9th grade. 

Past Health History- Burns, strabismus- as a child, nearly blind in .one eye. 
Also recurrent ear infections. Long-term allergic rhinitis, chest pains, ' 
and heart murmur,, medically evaluated - 1971. Nerves - onset 1971. 

Presenting Health Problem- Anxiety depression.^ 

^ief Physical/Psychological Findings- Mild mental retardation, ambylopia, 
anxiety depression, allergic rhjmtis, functional heart murmur. Beta 
score 65, hypochondriasis at initial 15, at final - not done. 

Social Evaluation at Initial- Congenial, direct, depressed affect. Social 
isolation, loneliness. Health concerns were fatigueability, poor vision 
and hearing, children's health problems and financial restrictions also 
stated as concerns. Wanted secretarial skills training. 

Social Evaluation at Final-U nreliable regarding apppintments. Intellectual 
and performance scores indicate low potential for job skills training 
desired. 

Current Welfare Durat1on- 15 years. . • * 

Welfare Support at Initia1- $99.00. at final $326.00 (changed residence, stopped 
working) 

Intervention- Counseling. Attendance erratic, showed for only 2 appointments. 

Advocacy with regard to toothache-she had been denied Medicaid. (7 contacts). 
Work His tory/Status- 2 jobs - home aide, babysitting - 7 months in 1977. 
Final Staff Evaluation- Capable of working fUll time, ambylopia only limitation. 

Needed ongoing counseling. 

Male, age 32, head of household, lived with v/ife and 5 children - ages 
17, 10, 8, 8, 1. Graduated from high school in Puerto Rico. 

Past Health History- Traumatic loss of left eye as child, also laceration 
of right hand and tonsil lectoiny, inflamed right testicle - 3 years* dura^tipn, 
severe left ankle sprain - 1975, headaches, dizziness,^ loss of balance - 6 
months. 

Presehting Heal th Problems- Constant eye problems. 

Chief Physical /Psychological Findings- Anxiety, depression, chronic epididymitis 
blindness - left eye. Beta score - not done. Hypochondriasis at initial 22^ 
at final 14. 

Social Evaluation at Initial- Spoke only Spanish, with interpreter. 
Appropriate dress, behavior. Glass eye. Frustrated by health problems 
continuing after consultations with specialists, plotivated to work. 

^ Not motivated to learn English. | 

Social Evaluation at Final - language barrier unchanged. Has b-^en seeking 
employment. 

Current Welfare Durat1on- 2 years. 

Welfare Support at Initial- ^52.00, at final - $538.00. 

Intervention- Referral tor evaluation of epididymitis. "Small tender -ficdule, 
not requiring treatment." Evaluation of headaches: x-rays, -scan and. EEG, 
were normc^l. Treated with Fiorinal. Refetred to Spanish Action League 
for psychological and job counseling. Referred for upper G.I. series for 

/ epigastric pain. (11 contacts) 
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. Work History/Status- Supervised painters for 4. years in Puerto Rico. 6 

weeks employment in U.S» as laundry worker - J 975* 
. Final Staff Evaluation- Emplbyability limited by eyesight and 'language 

barrier. Spanish Action League an appropriate resource for counseling 
* re: coping with health problems and gaining employment. . ' • 

. Hale, age 32, lives with wife and 4 children - ages 7, 4, 2, 1. Stated' 
he graduated from college and had Master's Degree. ,Ha<i training as a chef. 
Past Health History^ Injury - left hand with residual numbness as a child.. 
Fractured skull -.1965, hospitalized for alcoholism - 15S7-68, recurrent, 
laryngitis, onset 1968. ' 

. Presenting Health Prob.1 ems - Alcohol abuse* 

. Chief .Physical/Psychological Findings- Alcoholism, hyperventilation syndrome, 
periodontal disease, dental caries. Beta score 70, hypochondriasis at - 
initial 17; at finat 12. ^ 

• Social Evaluation at .Initial- Appearance disheveled, missing teeth evident, 

excited, slurred speech, seemed intoxicated. Stated he reacts with violence 
to constraints of his will. Uses alcohol to dispel nightmares and visual 
hallucination related to Vietnamese War. Stated education very dubious. 
Has fathered many children. Amenable to psychological and vocational 
rehabilitation. 

. Social Evaluation at Final - Responded well. Better self-image, self-control. 

Alcoholism sporadic, produced by frustration, boredom. Needed job. 
. Current Welfare Duration- 1 year. 
\ Welfare Support at InitTal - $204.00, at final $214.00. 

I n tervent i on- Al cohol i sm counsel i ng ; Client instigated this himself. 
Dental treatment- Response good. Psychological counsel ipg - good 
response. Health education - c^od response. (19 contacts) 
. Work History/Status- 5 jobs. Army, chef , "therapist", teacher. Worked 9 
years, last in 1976. CHRP referral to CETA Job Training. 

• Final Staff Evaluation- On-going alcohol counseling recommended. Prognosis 

good if employed or Iji job training. CHRP rehab very effective in this case. 
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CHRP SURVEY OP RgGIGNAL WIN DIRECTORS 

• Da,ta from the telephone survey of nine Regional UlH Directors are 
presented in this Appe/idix as follov/s:- 

' # . 

a) ' Question aske^i " ' • * '\ 

b) . Tabulation of responses ^ • . 

c) Quotations from interviews- , * 

(In casjBS where the respondents 4id hot elaborate on their answer^ no 
quotations were included.) * ' * ^ 

Questionnai re antKResptfns&s 

_ ' e 

DO YOU SEE A NEED FOR A UNIFORM HEALTH EVALUATION OF CLIENTS WHO CLAIM 
A HEALTH PROBLEM AS A DETERRENT.TO EMPLOYMENT? 

Responses :■ . 

4 - Yes " * 

■ 4 - Qua! ified ' - • . • 

• . 1 - NO • V - . ^ , . . 

Sa^ a need for uniform health evaluations 

"I don't think our medical assessment of physical or mental problems 
is adequate either as done by the Jncome Maintenance staff initially where 
there may be some question its to the exemption or later when there's an 
appraisal qf the individual to determine their job readiness. I think any 
of the physical examinations tend to be fairly superficial and mainly* 
^ limited to identification of any physical limitations and not really the 
t}pe o.f indepth, [evaluation] where there is evidence of a physical and 
mental condition — the kind of iridepth assessment, for example, that is 
done^Jjn vocational rehab." 

"One thiny-tfi^t has really bothered me is .that very problem. [In one 
state], they said'i.t was so difficult to get a well-rounded health evaluation. 
They had doctors who <lidn't understand the WIN program. They had trouble 
, getting appoihtmentf. -They had long waits.-" They got doctors- who always 
sai'd that anybody could woV^k.. Everybody can ^ work if the situation is right, 
whether it's sheltered workshop,, or you had all sorts of supporting services 
goi-ng from morning to ni^ht. EveVthe most severely handicapped can work 
but there's such a range in there - what that means, 'Can work'; In the 
context of WIN, it would normarlly mean leaving the home and going out to 
a competitive job situation.' I said to this-state coordinator, 'We'll get 
a doctor and educate him -00 WIN and, then^ maybe you can [get uniform health 
evaluations]', but there's not much f reedorf on hov( they get these doctors. 
They have to take them from wherever the state or somebody tells them they 
can take them. The same is true in. the psychiatric sitUcition. lt;s really 
hard for the social workers and employment service workers >n the field to. 
get the realistic kinds of judgments £hey need; 'in terms of what is ex- ^ 
pected of these people when they go out to work." 



★ ★★★★★★ 
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Quallfied responses re; uniforin health evaluation 

"Well, r don't^think that would be vdry practicable in areas that 

had a much smaller-'WIN population. It might be practical in a larger 

metropolitan area where there are a large number of exemption requests 
due to. claimed medical problems." ' * 

"From what I understand, tt is unsatisfactory and I'm not sure that 
a uniform procedure would satisfy the problem. The kind of experience 
Pm familiar with is where there's a lot of shuffling between the Income 
Maintenance Unit and the Employment Service in terms of v/ho's going to do 
what, when. For instance, a client is considered as requiring to register 
in the WIN program and she's referred to the Employment Service and the 
, Employment Service sends the client back saying this person should be 
exempted from the program, she is not capable. Her physical condition 
prevents her from employment* 'We have no suitable guidelines in that 
area. I think that's as much a problem as anything else. I'm not sure, 
if that can be liandled on a uniform basis." 

- * ' 

"Oh, it would be very aice if we had an automcTtic go -and no-go 
gauge but I think it would be awfully ^difficult to establish arStarldard 
one, because you would maybe be talking about* a mole hill situation and 
have a mountain standard evaluation, process. So, it would be pretty 
difficult. . Now, if you had something rather basic and elemental to ^ 
cover. some pretty common re-occurring discr-epancies or incapacities it 
might be good on that but you know that's almost like asking how long's 
a piece of string." 

"The only deteniii nation they're asked to make-^is >based on the 
present level of the client's skills, knowledge and ability. Are they 
employable in the s.ense that they have the physical and emotional 
capacity to conduct themselves in a job. That's a pretty broad rule to 
go by. It's not more refined than that, and I don't know if it would be 
appropriate to exact a more rigid standard just specifically for WIN. 
The case Is — are they employable? Qan you work? Are you able to work? 
[Evaluations] are administered by the individual welfare projects. There 
are state standards. In addition to that there may be, in the case of 
county administered welfare programs, county standards. Tm not saying 
that an individual who was found eligible for the program in county A 
would be disqualified in county B or vice versa. I'm saying the potenti'al 
exists that with the lack of uniform standards for determining eligibility 
or employabil ity, that a variance could occur and frequently does in the 
administration of the program and the determination of the eligibility 
requirements." ^ 

******* 
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Pic' not favor uniform health evaluation 

"I. don't see how it could be uniform. As I said on the survey 
before, 'No'. I was one of those that felt that the present method 
was unsatisfactory but I would think a rigid procedure would be even 
a greater impediment than the hodge podge we have at the moment." 

la. IF YOU DO NOT FAVOR UNIFORM HEALTH EVALUATIONS, WHAT ARE YOUR REASONS? 
Response: 1 



"Because I don't think that you'd ever get the medical profession to 
carry out their duties with that degree of uniformity." 

★★★★★★★ 

lb. IF YOU DO SEE A NEED FOR UNIFORM HEALTH EVALUATIONS, WOULD YOU FAVOR 
HEALTH EVAlUATIONS BY PHYSICIANS WHO ARE TRAINED AND/OR EXPERIENCED IN 
EMPLOYMENT-RELATED HEALTH EVALUATIONS? 

Responses : 8 - Yes, both trained and experienced physicians. 

Favored hgalth evaluations by trained and experienced physicians 

"I think that's really very important. If a physician doesn't 
understand all the social implications of what's going on, the social 
and economic implications that the family are facing or the mother is 
facing, why, he might say - 'Sure, she can work.' I think ^that if you 

the judgmertt of competent profes>sional social workers and maybe the 
employment service, some prominent people not necessarily doctors who 
look .at the whole circle of the situation of employmen-t-and health, 
that you might get a better judgment than if you just relied on say two 
doctors - one a psychiatrist and one a medical man. The' perspective 
would be different." 

"It certainly would not hurt, because we have tc rely on the 
medical profession time after time and frequently they have no concept 
at all of physical demands of certain types of jobs. You send someone 
to a doctor to get an assessment of his physical capacities and you 
get back a report from a doctor [who is] asked to make opinions in areas 
that he has very limited information or knowledge about. Certainly 
there is room for them to have some training or knowledge or background 
in [employment-related health evaluations.]" 

******* 

"Well, it would be better if it could be done only by those [who are 
both trained and experienced] but we might run into a problem because of 
the clients' desire to use their own physicians. It would be better if 
we could because so many times we do not get a health evaluation which 
is most pertinent to our needs." 




lb. (continued) 

4 

"Yes, I think on the whole that physicians have a very poor under- 
standing of what the WIN program and AFDC are all aboDt when it comes to 
determining' disability. I think often physicians' own attitudes get in 
the way of providing us correct information." 

******* 

"Yes, I think the doctors that we use need some training in what our 
needs are rather than the old *feel fern and see if they're warm, and yes, 
* . they're warm so we'll' let them go on about their business.' [They need] 

^some kind of training' and orientation to help them know what our needs 
are becacise many times this is just another ^form to' fill out." 

2. SHOULD SUCH PHYSICIANS BE ORIENTED TO THE WIN PROGRAM BY WIN PERSONNEL?- 

Responses: 7 - Yes 

1 - Y^s, jointly with VR 
1 - Qualified 

Saw a need for orientation of physicians to WIN program * 

"I think that would be ideafl. I don't think that the bureaucracy has 
that control over the medical profession so I really don't see the question 
as having much of an opportunity to change something that needs to be changed. 

"I think that some type of orientation should be given to the physician 
if nothing more than a ^form letter that explains the purpose of the WIN 
program, the fact that this person is expected to register for Employment 
and what you're really expecting of a physician." , 

"I think you'll find in this region By ajid large that theyjve had 
no choice. [It has been carried out] on a one-to-one basis for the most 
part, primarily in the larger places because although a* client does have 
the right to get his own physician frequently we can recommend one that 
we've had some contact with that will give us some special help of getting 
> them in at a certain time, or will make hours available to handle them # 

when we couldn't get' them in to just anybody." 

^ "I think there should be some orientation to them from the world of 

work. I think what we could do which would really help would be if we 
^ould set up a joint thing with Vocational Rehabilitation and WIN .because 
we're really looking for the same type of thing. Vocational Rehabilitation 
is looking for a physical examination of a person to determine: 1. Should 
they be rehabilitated in some kind of work and if so, how strenuous should 
it be and that's exactly what we're looking for." 



• er|c 
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Qualified response re: WIN orientation of phy^^icians 

"The, only determination theyVe asked to make is based on the present 
lev.ejl of the ^cl tenths skills, knowledge and ability. Are they employable, 
in the sense, that they have the physical and emotional capacity to conduct 
themselves in a job.* That's a pretty broad rule to go by; 'It's hot more 
refined than that, and I don't know if it would' be appropriate to exact • 
a more ri.gld standard just specifically for WIN. The case is — are they 
employable? Can you work? Are, you able to work?" 

******* 

3. DO YOU SEE A NEED FOR THE SAME PHYSICIANS TO. DO A FOLLOW-UP EXAMINATION 
AFTER REHABILITATION? \ 

Resporises : 5 - Yes 
^ J 1 - Yes, que^lified 

/ 1 - No • ^ - • \ - 

2 - not asked ^ . * * ^ 

Same physician to perform follow-up - 

"If requested, yes, I think it will be an appropriate part of an 
employability plan tha± if you had the required supportive services or 
therapeutic sessions with the physicians that you'd have to have a 
determination of availability for work as a follow-up to determine: 
a) the adequacy of the treatment that v/as rendered and b) as an 
indication to the job development — this person is employable and should 
either be put into training or into work." * 

******* 

"Well, that would certainly provide the continuity. I would think 
it would be the best to do that but it might not be practical." 

******* 

Not necessary for same physician to perform follow-up 

"Oh, Tm not sure that would be necessary. It might be desirable but 
I'm not sure that it's that necessary because your medical profession is 
pretty well prepared and pretty cojnpetent and for the most part what one 
would do would be pretty much in line with what another would do. I don't 
think we would want to make it so hidebound that we wouldn't haVe flexibili 

to go to a competent doctor when the need arose." 

* « 

******** • ~ 

4. SHOULD STANDARDIZED HEALTH EVALUATIONS BE DONE AT INCOME MAINTENANCE 
(IM - INTAKE) OR AT WIN REGISTRATION? 

• Response s: 4 - At Income Maintenance , ' - 

4 - Both Inconje Maintenance and WIN 
1 - Not asked 
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4. (continiied) 

Favored health evaluations at Ir\come Maintenance "ieveV ^" 

"The income maintenance persortv is responsible.for applying the 
exemption criteria and one of the ex^emption criteria is disability. I 
really don't see the need for a person to be referred for registration if 
in fact they have some c*isabiVity." 

***** ^ * 

"I don't see that it's necessary for WIN registration*^o get 'into 
that because we would then have a has'sle because the rules and regula- 
tions now say. that the determination of whether the person is to be regis- 
tered or not still rests, with Income Maintenance. If Income Maintenance 
got an individual and said the person should be registered for WIN and 
sent him over to WIN for registration and WIN sent him through "this 
evaluation and they came back and said - 'Well, our doctor said he 
s'houldn't be registered.' - then we've' got a hassle which should not 
exist. So, I would just as soon continue the present route. We would 
send him back to Income Maintenance for a special check on him 'and that way 
if the doctor came back. and said he, should be registered or h6 shouldn t 
be registered^ then we've got our story straight. There wouldn't be any 
real hassle between the two agencies." 

******* , 

Favored health evaluations at both Income Maintenance and WIN 

"That question is another example of what I would consider inflexi- 
bility. In my opinion it has to be done in both and the way the program 
is at^the moment, it can be done in both the IMU and the SAU level. ^ In 
other words, there are certain people with disabilities that are going 
to escape the medical IMU screening. They're going to get into the WIN 
system. They can then be picked up by the SAU. If there was a policy 
change that limited medical to one or the other, then we would miss 
people and this would be -an example of not meeting the degree of consumer 
need that would otherwise be met." 

******* 

"It probably would reduce the amount of run-around that the client is 
subjected to if both were involved in it. If the Income Maintenance 
staff feel that it's a problem, then they can refer the person to a 
physician who wouVd complete the evaluation and then based on that 
evaluation, they would ^either exenjpt a person or refer them on to the 
Employment Service. Now, if they refer someone to the Employment Service 
and they feel that this person is exempt, then they should be able to 
have .the facilities without sending them back through the system because 
it just createsa lot of friction between the two agencies, just because 
there's no procedure for it." 

******* 
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4. (continued) (Favored both at IM and WIN) 

"At the present time, it's done at both places because your income 
maintenance can be working on application for grant at the same time that 
they serld the client over for registratioa and something can come up at 
the point of registration that was overlooked by the IMU. I would be 
inclined to think that you still ought to keep both check points because 
certainly if one didn't pick it up, you've got a better opportunity to 
pick them up at another. The IM people are responsible for requesting a? 

^medical assessment if it's more than just a matter of visual assessment of 
.an incapacity. Frequently there is an exchange of requests and informa- 

/tion between the WIN sponsor and the IMU worker and I think that that 
should be^iontinued because the IMU person may be speaking in generalities 
and the generalities may be that there were a lot of different kinds of 
jobs that that client could do, but yet when you get to the WIN sponsor, 
they're most specifically concerned with theTcinds of jobs that are 
available in that area and what the demands of. the employers of that area 
are and therefore, it's a kind of backup to the gfeheral [evaluation]." 



******* 



5. 



SHOULD THE PHYSICIANS WHO WOULD PERFORM UNIFORM HEALTH EVALUATIONS BE 
LOCATED IN AN AMBULATORY PRIMARY CARE SYSTEM (SUCH AS. A FAMILY MEDI- 
•CINE CLINIC), COLLOCATED WITHIN OSS, COLLOCATED WITHIN DOL (EMPLOYMENT 
SERVICE), IN A HEALTH SCREENING SECTION OF THE HEALTH DEPARTMENT OR 
SOME OTHER PLACE? 



Rfi<;pQnses : Varied 
Saw a need for flexible, accessible location for health evaluations 



"We 
disabil 
includi 
So, you 
I think 
rather 
reduce 
to get 



have tried [clinics and health departments] in the past in our 
ity assistance program and that does present some consumer problems 
ng transportation in getting to a more limited resource of physicians, 
know, it's a case of trade offs. Losing some and^winning ^ome. 
that to meet consumer need, we need to display more flexibility 
than less and I'm really personally very fearful of schemes that 
flexibility for consumers. It's too hard as it is for consumers 
needs met through our system." 



******* 



"It's awfully nice if you have a public health center where they can 
be available and can be utilized- there, that's fine. But alot of the 
places where we serve clients, are v/here the clients reside. There's not 
necessarily such a space available to them. So, you would have to look 
a little closer to the environment where the WIN client especially resided. 
It would really depend on the whole city and situation, transportation and 
a whole lot of things." 



******* 
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5, (continued) (Saw need for flexible, accessible location) 

'*[An ambulatory primary care unit] would be highly desirable if there 
were some mobility attached. This may be in the form of a mobile laboratory 
or a mobile health unit especially in the areas of remoteness from an 
active WIN project or in rural areas where transportation is a problem, 
if a mobile health unit could be available from a welfare department on a 
frequent periodic basis frequent enougli so that they could make 
determinations that on such and such a date the irtdividual would have a 
health screening as part of their general employment plan - say that 
within your section of a rural county. Unfortunately, those kinds of 
peripatetic situations are difficult to control and more difficult to 
plan on, especially where there is an employabil i ty plan being developed 
in connection with each WIN applicant." 

★★★★★★★ 

"I believe that the situation should be located as reasonably near the 
client, whatever vehicle or facility to me is unimportant, as long as it 
is accessible and convenient to the client. Therefore, the answer could 
be a number of answers to that. Wherever it is more convenient. Let me • 
put it this way. Whichever facility Is near, if it's the DSS that's more 
accessible to the client, I would say the DSS, If the employment service 
were more accessible^-to*the client, then the employment service. If it's 
a collocated situation,. -I would op for the collocated, si tua.ti on. I think 
ideally the col located ^situation would be a good one whenever possible or 
feasible." 

Health evaluations located in health departments 

"County and city health departments could very easily [do this kind of 
screening] and in most cases, that's where a determination is made^ If 
there's a question of_the-.alient's eligibility for a program, then a 
referV^al is made to( a doctor who j's on staff either in your county or 
city health departments and a volL(nteer who will make his time available 
for thesje kind of (determinations or they will send the client to him for 
an evaluation in which the welfare department will pay for the visit, 
unless the client wishes to substitute their own doctor's information." 

Not practical to locate heal th' evaluations in DSS or SES^ 

"In most situations, at least within our region, there are only 
probably two or three metropolitan areas in which a full-time or even a 
part-time physician being collocated in either the Department of Welfare 
agency or the Employment Security* agency would be justified. I don't 
think that that's a very pratical way of doing it. I think that there 
certainly could be some standardizations and medicals that might be per- 
formed by the public health department, for example, for any kind of 
agency that deals with employment. There are other agencies in which 
health examinations may be done to determine the person's employabil ity* 
I think that physicians need to have an understanding of .the relationship 
of the particular disability that a person claims and how that will 
effect their employabil ity." 

-k -k -k -k -k -k^if 
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5. (continued) (Not practical to locate health evaluations In DSS or SES) 

"Oh, it could be an individual [physician]. It could be a family care 
center. That would be fine. I would not want to say put it in with either 
the welfare agency or the employnient seryice agency for the simple 
reason that I think we would have trouble staffing it because the doctor 
would not get enough business just on this alone to keep him Jbusy and we 
would eit*>er get a doctor that wasn't worth a damn and couldn't make a 
living otherwise or we would not be able, to keep one. I'm just playing it 
the way it really is. If he had a. .practice and had an agreement with us 
that he would do these, things for us, then he could' go on with his practice 
and make all the money but then go ahead and do these. ! think that would 
be a better, more satisfactory arrangement." 



6. .ASSUMING THE FEDERAL WIN PROGRAM WOULD PROVIDE THE SALARY FOR A HEALTH 

COUNSELOR/HEALTH EDUCATOR, DO YOU SEE THE NEED FOR SUCH A PERSON IN 
^ , LOCAL WIN PROGRAT'IS?" 

Responses: 6 - in larger programs 

1 - in Income Maintenance only 

1 - to serve health needs of general 'AFDC population 
1 - favored conmiunity health resource development 

Saw a need for a health counselor/health educator in larger WIN programs 

"I think you're speaking now of the numbers of persons wh.D have health 
problems and I think that where a history in certain areas Indicate that 
there are a lot of health problems that relates to a WIN participant, I 
* think in those area there sTiould^be a health counselor. If in a particular 
area you don't find that kind of situation, I think that there should be 
someone that could be called upon but not necessarily on a permanent basis 
or a full-time basis. It again depends on the history of health problems 
with the WIN participants in a particular geographical area." 

★ * * * '^r ★ * 

"I think that it would only be justified in a select number of projects 
[because of the number of clients]. I don't think it would be that worth- 
while to have such a person to screen every client who would register for 
WIN because the tnajority of the clients who are registered do not have 
medical problems. I think in those cases where a person does have some 
kind of problem, the consultation with such a person as you mentioned would 
be beneficial ." 

•*rot unless it was in an extremely large project site because you 
wouldn't have a full-time job and that's such a specialized area, that it 
would be a waste of money and training to have very many. of those around 
because if you don't have a caseload, .you know, you'd blow a very good 
person's capabilities, and in addition to that, you could be very frus- 
trating to that kind of a trained technician if he's not being utilized. 
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6. (continued) (Need in larger WIN programs) 

"I think he could be useful. Whether we could get sufficient value 
out of .such a person - in other words whether there would be a large 
enough/number of, cases to warrant such a person or not I can't answer. I 
would seem to think we might not, partly because we ddn't ;.ave that many 
people that are registered with WIN. that have health problen.^ and partly 
the fact that the WIN agency when they find somebody with one of these 
probblems there's a tendency to just drop, him and ga on with somebody who 
is more physically able and more willing io work." 

"Yes, I think that there could be a place for that kind of person, 
^very definitely. I would think that from a feasibility or cost effective- 
ness point of view, probably only agencies say in the larger states or 
urban areas could probably afford something like that because they'd 
have the caseload. I think in our region, for' example, most of it wouldn't 
be able to employ a 'person. Now, if there were health educators in either 
mental health centers throughout the state or somewhere where that kind of 
service could be purchased or provided for individuals who might otherwise 
be eligible either under Title XIX or Title XX or WIN if WIN resources 
were available. Then, I think working out sdme kind of an agreement with 
these mental health centers wherever they might be to purchase services 
would be. a good idea. We might be able, then to move some of these 
people who let's say more chronic cases,, more long-term AFDC recipients 
into the labor market." 

******* 

"There would be need] where there's cases that arise but I don't 
know about the frequency of the need. If, you 're speaking of a health . 
counselor or someone [who could help in] Situations relevant to the 
client's employabil ;ty— something that requires health maintenance^ if 
you broaden the scope of the role of the health counselor, the need would be 
greater." 

***.**** 

Did not see a need for health educator in WIN 

"Not within WIN because you're not asking within the right area. You ' 
should ask in the Income Maintenance unit attached to the county welfare 
department. They determine eligibility for health services, direct or 
support services, coordinated within the welfare agency itself. If the 
determination is made on a welfare client's eligibility for work, and 
the welfare agenc;-' decides the person can't work then they're not eligible 
for WIN. There's no point in sending them to WIN to make the determination 
for eligibility first because available to the county welfare office are a 
vast range of other services. When I say vast, I mean vocational 
rehabilitation and other kinds of supportive services that the clients 
could take advantage of and yet not be included in the WIN program." 
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J' 6. (continued) 

Saw a need for, health educator for general AFDC population 

,"The thing that Tm not clear about is where the WIN population would 
be different from the general AFDC population and Medicaid and all that. 
. . The WIN population represents [in one state] at least about half of the 

total AFDC population. But tha.t could vary a lot in states. But how 
are the medical health needs of the AFDC population as a whole being met 
not just the WIN population? Also WIN is such an underfunded program. 
WIN is not funded to, even .follow-up on the mandatory registrants. Any- 
where from 50 to 75%' of the mandatory WIN registrants who have to register 
because it's the law, may be getting minimal attention because there's not 
enough money in the program. So, if you were looking at an optimal approach, 
that's one thing but when you talk about WIN, you're really talking about 
sort of a segment and it seems to me the question is how are all these 
health needs - needs of teenagers, needs of children, pregnant mothers 
'and all that - how's that handled for the total population and I really 
- don't know." - - 

Favored corrounity health resourtre development 

"Generally, I oppose that concept.' I feel that a major job we have is 
to help our consumers to avail themselves of existing community resources 
and if the WIN system or other categorical kinds of programs developed . 
their own house or ship, it's complete, then this is really not helping 
WIN citizens to use available community resources, and they also get ear- 
marked. So, I generally feel that we should do more work within the area 
of resource development of existing. resources or new resources 1n the 
community rather than singling out a group of people and further isolating, 
them from the main stream. I think it's very unfortunate when we isolate 
people from the main stream. -I thipk we need to be. very ':areful in our 
program planning not to do that. I would say over a third of the people 
we have in our caseload have medical problems. I also feel that we're 
not really meeting the challenge and that a lot of work needs to be done 
in this area. So, I don't think that there's any argument as to what the 
need is. I think that there is some honest difference of opinion between 
people on the way they carry it out and to reiterate, I believe that we 
need to help people get into the main stream as much as possible. This 

could be brought about by community orgariization." ^ A 

******* 

7. SHOULD THE HEALTH COUNSELOR BE LOCATED IN INCOME MAINTENANCE IN THE 
WELFARE AGENCY, IN WIN/SAU, IN WIN/DOL. IN A HEALTH CARE UNIT OR 
OTHER LOCATION? 

Responses; 5 - Income Maintenance 

3 - WIN 

1 - Not a'Sked 
"A 
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7. (coRtinued) 

Health Counselor located in Income Maintenance - 

"Tm not sure that we shouldn't retain the kind of approach we have 
now of Income Malatenance^baing ±he first ones to detect signals of need 
for and then having a backup to the WIN operation** I guess that if you 
were going to hav6 them in a place to justify them, that it would be better 
to have them in the welfare system at the intak6 point." 

"I think to fragmentize WIN away from the total AFDC is a mistake. 
Of course he is as total as a taxpayer or as a manager. This WIN , 
program is funded to so small an extent and need already^ . So when you 
talk about all these JIlN .units, youVe thinking severa.1 hundred or 
thousands in alVthe states. Tm ^wondering, if 'I consider health case 
and prevention .and education so 'important, it ougd^ to be* ^ssured right 
at the beginning of this whole thing right in thORFDC office. I mean 
it 'seems to me so. Now, that .doesn't mean that the^o'ther might not be 
feasible." 

"I would suggest that if you are looking to establish a particular 
position that it would be under the auspices of the county welfare 
department and not be allied dirfectly with the WIN program. It would 
be difficult to support such a position within the structure of the WIN 
sponsor which is traditionally/ the employment service, '.ou would t'Hve^ 
better luck establishing the need for and provide continuity to the 
position of a health service coordinator within a local project, if the 
person were affiliated with the Department of Public Welfatre. This does 
not mean the individual could not be on site within the WIN project on a 
certain number of days of the week but they should, be identified as a 
welfare employee and that their services should be bridged in terms of 
initial m..dical determinations and any follow through on- rehab services 
that have been offered plus any additional on-going either prosthetic 
or additional medical services the WIN client might require." 

★★★★★★★ 

"I would put this person, if not in the Income Maintenance, certainly 
in the SAU. If they were in Income Maintenance, they could perform a 
similar service to non-WIN clients, if there was not sufficient work" for 
them to do with just WIN clients. Whereas if you've got him over in^the ES 
unit, they would be restricted to WIN people so there would be nobody else 
to get to them." 

"There are several points within the program where a person might relate 
or claim some kind of medical problem. This could be done at the initial 
point of being screened for the WIN program and this is where the Income 
Maintenance worker wouldn't see them. At that point, generally there is 
no social service worker. And generally what happens if the person claims 
some kind of illness or disability whether they claim it's temporary or 
permanent, the Income Maintenance worker ma^^es a referral or is supposed 
to make a referral to a physici^in or a health agency to verify the perported 
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7. (continued) (Health counselor located in Income Maintenance) 

\ 

disability. It could be either to have a health counselor or to see- to^it 
that the Income Maintenance workers are trained to do that and perfomi that, 
function. And again I don't think that most local welfare agencies would 
have a frequent enough need to justify such an individuals flany of the 
larger wel fare^gencies in the large metropolitan areas are decentralized' 
in that their ap lication process for public assistance is done at 15 to 
20 centers thnougnout the metropolitan area. So^ ideally to follow your 
line of thfnking^^ou would have to have one of these people available 
at eSich^of. these centers to go along with, at least the agency's pfiilosopny 
of decentralization and Jiaving all services available within a complex 
where, the person is applying. Again a 'person such as this might be of 
value if they w^re a part of the agency's staff development unit and that 
this was their area of expertise arid they could train social workers and 
Income Maintenance^workers to, b& better health screeners." 

Health counselor located in WIN 

"I think the mos'Pappropriate location would ^bfe the J5AU - not social 
servicers because I see this as a supporting service and by definition -is 
the primary responsibility of the SAU. I think in tho move toward 
integration of some of the program activities that you look at VilN as a 
.totality and it really doesn't make too m'ch difference which agencies 
actually win.d up'with the ma jop-. responsibility. But right now, given 
the reality of regulatory arrangement?, I think SAU would be the appro- 
priate .^pl ace for it." 

"Collocated, with the WIN program." 

"I would say that probably the most strategic point would be as 
one of the partners to the appraisal process because there would be many 
who would be referred on over to employment servicie. If this individual 
were located with IMU, maybe ES would have a question about it even though 
this person screened them and if part of the sensitivity is related to 
employability, there would be more opportunity for communication^. So, 
rd probably feel it would be more appropriate there with the social 
service worker and the employment counselor." 

* * * ★ * ★ 

8. SHOULD THE HEALTH COUNSELOR/HEALTH EDUCATOR BE PLACED AT THE SAME 
STAFF LEVEL AS THE EMPLOYMENT COUNSELOR, HIGHER THAN THE EMPLOYMENT 
COUNSELOR OR LOWER THAN THE EMPLOYMENT COUNSELOR? 

Responses : 3 - Same staff level 

1 - Higher than employment counselor 
5 - No answer 
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8i (continued) 

Health educator at same staff level, as employment counselor 

• SI 

"I think it would be a peer relationship, I would see it similar • 
to some of the responsibilities of a rehabilitation counselor. It would 
certainly be a professional position given whatever civil service stature, 
it would need in order to have a peer role with the other members of the 
team. '* 

******* 

"I'd say this person definitely is a part of the tearfl and probably 
on an equal footing. As it stands now, we consider this process as a - 
three part process ultimately involving in a contract between thQ three, 
parties - the SAU, the employment counselor and the client."^ 

******* -? 

Health educator at same or higher staff level than^ counselor 

Mf not the level of employment counselor, then Deputy WIN Director, . 
something like that at a project level. They ought to carry a little * 
weight." 

>******* 

9. WE ARE IN THE PROCESS OF MAKING RECOMMENDATIONS WITH REGARD TO 
DEMONSTRATION PROJECTS WHICH WOULD INCORPORATE HEALTH COUNSELORS 
INTO THE WIN SYSTEM.* WOULD YOU'BE WILLING TO HAVE THIS AS A 
DEMONSTRATION PROJECT IN YOUR REGION? • ' 

Responses : 7 - Yes ' . ^ 

1 - Declined to answer 
• 1 - Felt appropriate in Income Maintenance.* 

Indicated interest in a demonstration model 

"I'm particularly concerned about innovative approaches to enhance 
the client's productivity and definitely in a health situation which is 
very severe. As you know, it's one of the great obstacles to gaining 
employment so we would be interested in such a demonstration project 
through the national office^ or through the state. I would like to see 
one such program as a demonstration projett and again I think In terms 
of a congested grea. I would like to see this in col laberation with the 
state. The state can either do it or hire a consultant to set It u^asX 
they have done with oth.er demonstration 'projects. Then the state woul^ 
monitor the program. It would be feed back to the regional office op^a , 
periodic basis In terms of progress, problems and what have yo". Kcan 
isee the regional office involved in it In terms of our monitoring the 
progress of the program and at the end of the year. we could have a full 
progress report in terms of did the program work as compared to a control 
group and what are the problems and. "should we continue with it. I J:hink 
we need that year's experience to 'iron out the bugs and to .evaluate such 
a Situation." 

^ ' ******* ^ . 
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9.^ (continued) (Interest in a demonstration model) 

-./Tm glad^o see there is interest in this area because it tends to 
recognize the total dimension of the person which basically our. current . 
staff are not equipped to deal with or to be alert to those need?. - I'd : 
be in favor to see what we could do with, it, I would think that you ' 
could get down into areas as fine-eyed as nutritional needs 'wTrkh hav^ . 
a bearing on a -person, whether they have any energy or not wouloSOf ' / 
course affect the employability, motivation and so forth. It would / 
bolster the concept of the total person in terms of meeting- their 
overall needs if a health counselor were introduced into that employability 
appraisal situation.. I would say that it probably wouTd-tie a good thing 
to be tested in some large urban areas and we would be wilfijig to solicit 
>for it. Initially, what we'd have to do is provide sonfe kind of qui/:k 
a^d', dirty survey to see if we have any high needs and any Rarticular 
locale that we have data to support it. If we find that we have a large 
number of^ exemptions on the, basis of incapacity, for instance, which we 
do not record and are not required to be reported now^ if we were able to 
identify that just through some cursery surveys, then 'Of course, we would 
want to target in oh those areas. We have^'sdme old data that was required 
as a reporting item back several ,years ago. I think we only dropped that 
about two years ago, so we ctJuld go back an^l look at our old da fa and 
NDrobably identify the frequency of this. In addition, there, of course, 
would be manifold needs within the children of these registrants which 
jAay or may not surface during the ap^Draisal interview but which couW be 
explored if a health counselor were on the scene and. therefore pick up 
medical needs, health needs, of children who are not' being screened 
adequately by the early periodic screening that goes on under that program. 
So, there's possible beneficial spin off in that direction which again 
if you've got a child with a major health problem, that could be a 
deterrent to employment*^ That, of course, should be picked up but many 
of ou\ registrants as you know or probably know are volunteers in the 
program, so unless this is brought out as a problem that would prevent 
employment, it niay go unrecognized." * " [ 

******* 

"This coul'd be extremely- useful [especially with regard to] this 
unassigned recipient. An awfully lot of them are probably more or less 
unemployable otherwise the WIN office would be working with them on 
either training or placement so you have to assume that there's a lot of 
un^mployability there and the other assumption you have to make is a lot 
of health problems. • '^o if you really wanted to get to that group, then 
a healthy worker who is evaluating all of these WIN registrants might 
prove to' be extremely useful. I guess it depends on how comprehensively 
one will look at the total AFDC population. If you want to look at the 
Wll^^segment, that's certainly important. Of course, eVen while peSple 
are w6vking, they get health problems* A lot of them are working at entry 
level jobs and a lot of them are underemployed and in an ideal situation, 
you could have a person really in there workiny with them^ a person who 
could go In the homes and work with the families." . ^ 

******* . .. 
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9, (continued) (Interest in a demonstratiofk model) 

"The>:e are only about three places in my region that I would even 
think that you might be able, bearly to justify that because of thef 
numbers wel.re talking about again. I don't think that we'd have case- 
loads large enough in other areas to justify that kind of thing. Now 
it might be possible that you could work out such an approach dealing 
with both CETA and WIN clients because there's a proposal now for the 
Welfare Reform Act which may incorporate the CETA program to furnish 
the jobs to those people who need them under welfare reform so it would 
be very logical to consider such a place or position perhaps if you had 
any kind of demonstration or trial program i-n approach to welfare refomi 
because, if you're dealing with those two segments, that would be a pretty 
good size population and that would rtotRje only welfare clients, it 

would be all types of cli'ents." 

******* 

"I'd like to see it tried as a pilot project someplace and be worked 
out. I would not see one in every, local project. It might work out 
that way. I'm not sure how many of them v/ould be that usable. I would 
'say some of your major city projects in all probability could. I mean' 
there would be enough work for them, to do to keep them busy." 
-•■ ****-*** 

"Several years ago, there was work that was done on a written question- 
naire that the clients would fill out which was a medical questionnaire 
and I would like to see more work done in that area. Again, I f^e} that 
we're miss'ing alot of health needs amongst our clients and that to be as 
suc<:essful as we'd like to be, we need to do alot more in the medical area. 

******* 

"I have a strong interest in this, I think it's one in WIN that we've 
tended to neglect. I think when you are r^ven an emphasis, to direct your 
attention mainly to the job-ready, individuals with health problems do fall 
down tna priority list. You either look to other programs to try to get 
the services for -these people that you can whether it be voc rehab or 
Title XX or Title XIX or whatever it might be or you try to promote it 
•within your own and so far that line hasn't been too fruitful, mainly 
because of budgetary constraints, not lack of interest. We're caught 
in the same kind of situation that many other federal programs are — 
there are just so many dollars available and everybody competes for them 
and this knnd of a program doesn't quite get some of the visibility that 
general health, for example, health insurance as a total program is 
getting today. Most state operators will place goals on their. staff 
that will almost require them to look only at those who have minimal 
service needs, someone ^ho needs a pair of glasses or maybe some kind 
of dental treatment of some kind, maybe denturfes or not too much in the 
way of cosmetic dental treatment. Persons who have hernias or baclc 
problems, or neurological conditions, like epilepsy or cerebial palsy 
or things like that, would be rehab eligible. You will find a number 
of AFDC recipients that rehab used to accept in the way of behavorial 
or social incapacitating disabilities, but no longer are. You'll find 
alot of these on welfare and these are the type that have very difficult 
problems with either accepting employment or retaining employment once 
accfepted and WIN just doesn-'t have the resources to provide the kind of 
counseling or psycholoxjical assistance that these people need to change 
their behavorial pattern or whatever it might be." 
' K *..*★*** 
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CHRP SURVEY OF WIT< DIRECTORS NAME 



DATE , AGEi\'CY 

TIME . TITLE 



A. More Jthan half of the respondents retui^ning thu original questionnaire replied that 
present methods of medical evaluations of clients v;ho claim a health problem as a 
deterrent to employment were unsatisfactory. 



1. Do you see a need for a. uniform health^evaluation of clients who claim'a health 
problem as: a deterrent to employment assuming that the health evaluation would be paid 
for by Title XIX funds? 

Yes No 

a. If you do not" ' favor uriiform health evaluations, what are your reasons? 

b. If you do see a n&ed for uniform health evaluations, would you favor health evaluations 
only by physicians v/ho are trained and/or experienced in employment - related health 
evaluations? 

Trained . Experienced Both Neither (Why?) 

2. Should these health evaluations be done at Income. Maintenance (IM - intake) or at 
WIN registration? • . . 



3. Should the. physicians who would perform such uniform health evaluations be located 

In an ambulatory primary care system (such as a family medicine clinic) 

Collocated within DSS 

Collocated within DOL (Employment Service) 

In a/health screening section of the Health Department 
Other: Please specify 

4. ShouTd s^ch physicians be oriented to WIN program by WIN personnel? 



5. Do you see a need for the same physicians to do a follow up after rehabilitation? 
Why /why not? ^ 

B. None of the States or Regional Directors who returned the original WIN questionnaire 
currently had a health counselor/health educator as a part of the WIN program. A health 
counselor/health educator would provide a number of services with regard both to the 
Initial health evaluation and to health rehabilitation. 

1. Assuming the Federal WIN program would provide the salary for a health counselor/ 
health educator, do you see tfife need for such a person in local WIN programs? 

Yes No i 
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MHat should be the duties of the health counselor/health educator? 

Preliminary -health interview 

Maintenance 'of .health related records 

Referra^ls including follow-up to other health and rehabilitation 
agencies (such as weight control clinics, psychological, alcohol, 
drug counseling) 

' Client advocacy with health agencies 

Health education and counseling 

Laison with WIN counselors, in SAU and DOL 



3. Should the health counselor be located 

In Income Maintenance in the welfare agency 

• InWIN/SAU 

In HIN/DOL . • / . . 

In a health care unit (Health Departme?it, Family Medicine Clinics, etc.). 

Or other location - Specify:. 



4. Would introducing such a health counselor/health educator into the WIN system be 



Very feasible 
Somewhat feasible 
Not feasible / Why? 



5. Should the health counselor/health educator be placed at the 

. Same staff level as the employment counselor 

Higher than the .employment counselor 

Lower than employment counselor 



^ C: We are in the process of making recommendations with regard to demonstration projects 
, ' v/hich would incorporate health counselors into the WIN system* 

K Would you be willing to ha^ve this as a demonstration pr:oject in your Region/State? 
Yes No ^ 

If yes, where? ' . . 
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Department of Social Services 
'New York State Employment Service 
CETA 

CHRP AGENCY QUESTIONNAIRE 
Name 

-Date ' Agency 

Time Title 



I want to talk with you about the Cornell Health Project and your evalua- 
tion of it.. Basically, I am interested in three areas: 

1) -the current system of medical evaluations and rehabilitation 
of clients who claim a health problem as a deterrent to employment 

2) the Cornell Health Project medical. evaluations and rehabilitation 

3) your opinion about a future model for medical evaluations and 
rehabilitation that would be optimal as well as administratively 
feasible. 

I have a series of questions to try to get at these aspects of the system— 



1. What is your opinion about the present methods (process/format) used 
by DSS-IM*( Income Maintenance) to make medical evaluations of clients who 
claim a health problem as a deterrent to employment. 

.Do you believe they are satisfactory both with regard to the determi- 
nation ot — 

1) incapacity? Yes No ^ 

^ 2). illness (temporary exemption)? = Yes (lo 

Why/why not? 

2. (For ES only) Does the Employment Service do medical evaluations 
(screening) of OSS clients who claim a health problem as a deteVrent to 

employment? Yes No 

If so, in what situations or for which clients? 
What procedure do you follow? 

Do you communicate your determination to the OSS — IM unit? 



3. What is your opinion about the medical evaluations (determinations) 
provided by the Cornell Health Project for your clients \/ho -claim 
health problems as l deterrent to employment? Do yoM believe that their 
methods have been satisfactory both with respect to the determination of 

1) Incapacity? Yes No 

2) the determination of illness (temporary exemption)? Yes No 

Why/why not? 
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4« In comparing the two (thre'e) methods of medical evaluations (IM, CHRP, 
ES), what advantages and disadvantages for screening clients for employ- 
ment do °you see? 

5. There has been some discussion about a standardized health evaluation 
procedure, particularly in afeas where there is a WIN program. 

If a standardized health evaluation procedure were developed, which of 
the following systems would you favor? (Read list before recording choice) 

^ Collocation of a health unit within DSS ^ 

Contractual arrangements with local family medicine clinics 

Appointment of approved physicians in the area to ciarry out 

health evaluations > 
Contractual arrangement with the U.S. Public Health Service or 

county PH facilities 

Other:" 

Why/why not? 

6. Do you believe that job-readiness rehabilitation services should be 
provided by DSS — such as (Read lis^t before recording answers) 

^ Medical referrals 

Referrals to psychological counseling 

|] Health education 

Health guidance and couns-eling 

Nutrition/budget counseling 

Other: 

Why/why not? 

7. Cornell Health Project has been providing rehabilitation services to 
DSS and other clients duripg the past two years. What is your evaluation 
of the rehabilitation services they provided? Would you say: excellent, 
good, poor, or no opinion? 

Excellent Good Poor No opinion 

Medical referrals 

Psychological counseling 

Health education 

Health guidance and counseling 

Weight control 

Personal hygiene 

Nutrition education 

* Personal staff contacts 

Other: 
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8* What have been the advantages and disadvantages of having Cornell 
Health Project provide rehabilitation services for DSS and other clients? 

9. bo you think that having clients exempted from bi-weekly reporting to 
the employment service while they were in the Cornell Health Program has 

been a gVod idea or not? Yes No 

Why/why not? 



10. If a client is found. to have health problems and the examining M.D. 
^termines that treatment will not interfere with employment and are 

remedial within 90 days, which of the fallowing would you prefer: 

1) that employment and/or training be concurrent with treatirient? 

2) that treatment be completed before employment or training? 

Why /why not? 

I ^ 

11. What priority for employment would you give to a DSS client who has 
had a poor work history due to medical problems? Would you say — 

a) give a high priority b) , treat like anyone else 

c) give low priority 

Why?-^ 

12. yh^lt priority for employment would you\give to a Cornell Health client 
who lias had a poor work history due to medical problems? Would you say — 

a) give a high priority b) treat like anyone else 

c) give low priority 

Why? * 

13. Has the health intervention by the Cornell Health Project increased 
the employability and job holding capacity of DSS clients who were part 
of the program? 

•Yes No 

Why/why not? 



14. What would be the advantages and/or disadvantages of having a health 
counselor to work with DSS clients on medical rehabilitation for employment? 



15, We are Interested in what your idea would be for an ideal model for 
health screening and rehabilitation with the DSS/Medical/Employrnent service 
system. Would you work with this schemata and diagram your ifiiodel? 
(MODEL) 
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16. How administratively feasible would this be? 



17. Under whose jurisdiction should the Health Counselor be? 



18. Do you have any other conments on either the Cornell Health Program 
or the model for a future; system? 



ERIC 
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CHRP CLIENT EVALUATION Date 

I'd like to ask you some questions about the help^ou got from CHRP. 

1. Did you have a problem with your nerves? Yes No (1) 

If yes, did CHRP help you get control of your nerves?. Yes No 

2. Did you need to lose weight? Yes No (2) 

' If yes, did CH«P help you tV^ose weight?. . . . . . Yes No 

3. Did you need to gain weight? Yes No (3)" 

If yes, did CHRP help you to gain weight? Yes No 

.4. Did you need help in planning meals\ Yes No (4) 

If yes, did CHRP help you to plan youK meals better? . Yes No 

5. ,Did you need to get your teeth fixed?. . \ ...... . Yes No (5) 

If yes, did CHRP help you get to a dentist?\^. . . . Yes No 

6. Did you need to get a regular family doctor? . . . Yes No (6) 

If yes, did CHRP help you to get a regular doctor?'.^ . Yes No 

7. Did you get in the habit of regular exercise? Yes No (7) 

If yes, did CHRP help you learn to exercise? Yes No 

8. Did you have a problem with alcohol? Yes No (8) 

If yes, did CHRP help you to get over your alcohol 

problem? ^ Yes No 

9. Did you need to find out the real cause of your health 

problem? Yes No (9) 

If yes, did CHRP help you ^to get to a specialist?. . . Yes No 

10. Did your health problems keep you from working?. . . . Yes No (10) 

If yds, did CHRP help you to realize that they didn't 

need to keep you from working? Yes — No — 



• 
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CHRP CLIENT EVALUATION p. 2 

!!• Did you have a problem with taking a lot of medicines 

thaC: you bought at the drug store without a prescription? Yes- No (11) 

.^-^ i 

If yes, did CHRP help you to realize this? Yes No 

/ 

12. Did you have a problem with your appearance (grooming, / 

dress)? . • Jes No (12) 

If yes, did CHRP help you with your appearance? |Yes No__ 

/ 

13. Did you have a problem feeling good about yourself? . . . .|Yes No^ (13) 

If yes, did CHRP help you start feeling better about your- , 

sel f ? j Yes No 

14. Did you used to think that other people didn't want to 
help you with your problems? i. Yes No (14^) 

If yes, did you think after being a client of CHRP that / 

others did want to help? . ; / . Yes No 

15. Did you get into a high school equivalency class? . . . ^' . Yes No (15) 

If yes, did CHRP help you get into the class? '. Yes . No 



16. Did you get into job training? |. . Yes No (16) 

If yes, did CHRP help you to get into job training? . ./ , . Yes No 

•I 

17. . Did you learn how to present yourself at a job interview? . Yes No (17) 

If yes, did CHRP help you learn what to do? . . Yes No 

18. Did you get a job? , . . . Yes No (18) 

If yes, did CHRP help you get a job?. J . . .'Yes No 

19. Did ^. ■ get into college? Yes No__.(19) 

If y( did CHRP help you get into college? ......... Yes No ^ 

20. V.. Did you get child care? . . . .Yes No (20) " 

If yes, did CHRP help you>get chil'd care? Yes ^-No 
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CHRP CLIENT EVALUATION p. 3 



21. Did you find the right agencies to help you with your 

^ problems?. * Yes . Nd 

If yes, did CHRP help you find these agencies? Yes No^ 

22. Did you need to get help with legal problems? Yes ; No 

If yes, did CHRP help you get legal help? Yes No^ 

23. Did you get transportation? * Yes No^ 

If yes, did CHRP help you get transportation? Yes No^ 

24. Did you find a new place to live? Yes No^ 

•* « ' 

Lf yes, did CHRP help you find a new place to live?. . . . Yes No_ 

25. Does the heajth problem which prevented you from working 

still trouble you? Yes No_ 

26. Do you still need help from CHRP with respect to your 

health problem? * \ Yes No 

% 

27. What service given by CHRP helped you most? 



28. Was there any kind of help related to your health that you 

needed that you thought you did not get from CHRP? .... Yes No^ 

If yes, please explain: 
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Cornall University 

DIVISION OF NUTRITIONAL SCIENCES 
Savage Halt 

llhaca. New York 14853 





statutory Colleges of the State University of New York 



I 



5 



LEHER TO U. S. SCHOOLS OF PUBLIC HEALTH AND GRADUATE PROGRAMS 
FOR COMMUNITY HEALTH EDUCATORS AND SCHOOLS OF ALLIED HEALTH. 



Recent field research under my direction has identified a 
national problem in tha lack of health education services for 
public assistance recipi^ts, particularly those who are/mandated 
to enter employment and job training programs. 

The opportunity has now arisen to develop a system whereby 
a health educator could be introduced into selected manpower 
prograriis to offer counselling and health education to welfare 
clients. 

We are therefore interested in learning about your health 
educator training program and particularly whether your graduates 
would have skills appropriate to the needs of the target popula- 
tion. 

Perhaps you would be good enough to send us the prospectus, 
catalog and literature pertaining to your health education program 
and to answer the brief questionnaire which is attached. My associate 
has enclosed a stamped, self-addressed envelope for your copvenience 
in returning the questionnaire. 

Thanking you in advance for your assistance. 



Sincerely, 



Daphne A, Roe, M.D. 



DAR/gac 



273 



-242- 

CHRP Health Educator Questionnaire 



School Institution 



1. What are thei degrees offered by your program and what are the educa::ional 
requirements for students entering each? 

Degree offered Educational requirements Other academic preparation 

Bachelors [ . 

Masters . 

Ph. D. . j: J 

2. .Is related work experience recommended cind/or required or both? 

Recommended Required Both 

3. For which of, the following careers are your students prepared? 
(Check all that apply) 

Health administration Community mental health 

Hospital administration Environmental health sciences 



Public health social work Biostatistics 

Comprehensive health planning 



Maternal and child health 
Public health education 
Public health nutrition 



Epi'demiology 

Biomedical laboratory sciences 



Other (Please specify )_ 



4. What are tfte usual salaries of graduates of your program on entering employment? 
(Please check) 

Salary scale B. A./B.S. H.S./M.A. M.P.H. Ph. D. 

Less than $8,000 

$8,000 - $9,999 

$10,000- .$11,999 — 

$12,000- $13,999 ^- 

$14,000- $15,999 - 

$16,000- and over 



5. Does your health educator program include field work? Yes 
If yes, 

1) What is the length of time of field placement? 



No 



5, 



2) What type of supervision is provided? I 

3) In what type'^f agencies are students placed? 

Do the students in your' program have specific course and/or field work whicli would 
prepare them to work with welfare clients? Yes No 



FR?r please specify- 
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APPENDIX F 

REPORT FORMS (CLIENT) 
TO REFERRING AGENCIES 



2n 
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BEFERRAL 



To: 
Rc; 
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FORM A 



CORTIELL lEAI-TH REHABILITATION PROJECT 
/"7 kOl South Avenue, Syracuse, M.Y. 
/~7 225 South FUj.ton*St. Ithaca,ri.Y. 



Date: 



Date of Physical Exaaination and 
Evaluation 



Presenting health complaints: 

2. J: 

3. — J — 



k. 

5. 
6. 



Findings at examination: 

e 

1. .. 



Handicap 



2.. 
3.. 

5.. 
6., 



Referrals and/or Rehabilitation indicated: 

1 ; 

. ; 5. 

^ . - 6« 



>— • , 
3. 



YES 



El^LOYABILITY 



rj iio health problems found. 

no rehab, before job or job training 



no 



Work limitation i-ndice^ted 



£J Rehabilitation needed before job ' 
or job braining. ^cionths. 



^ ' ^ ^ . . rr Health problems too many or too 

£7 ^G'^a^ concurrent with job or job training, ^ severe. 



Limitation considered to* be y/TT' temporary. 

y / permanent. 



months , 



Work limitation 
^see , listing^above^ 

WAP/ER FOR RELEASE OF I'JEDICAL INF0RJ4ATI0N: I have been advised of the. results of the 
above evaluation and examination. Any referrals for treatment and/or rehabili£ation have 
been explained to me. I hereby authorize the Cornell Kealth^Project to disclose this 
information to DSS-\n[N-OCETA-SETA v.^ho referred me. I understand that the information will 
be treated as confidential and will be us'^d only for the purpose of aiding me in finding 
suitable employineht. * Signature 

Witness 

, S:c&mi ni rig 
^ • ?hycici*:n 
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/"7 Sheeted randomly for intervention. 

2]]7 J(?ontrol, Advised of appointment on_^ . 

/ / / p.ejected. Reason checked 6elov« ^ 

' /"^ ''-^ health problems /'T ITon Tiealth reant^n 

* / 7 !:ealth problems too 7 / Al 
cevQa*e or too many 
^ CK?.P rejected by client, j . 



Already receiving^ 
adequate care 



TO: WlN-Db'S M 



Onondaga County .Civic Center 
**21 Montgomery Gtrset 
Syrj^cuse, New York 13202 



REPORT OF PHYSICAI. EXAMINATION 



BE: 




Cornell Health 
Rehabilitation Prefect 

225 South Fullon Slre;el 
llhaca. Nen York 14850 
"^01 South Avenue 
Syracuse, New York 13204 



Medicaid^ 



Age 



tiola I Scrvloitii, 
III be (r««tod «• 



REFERRAL RECEIVED 



date 



WAIVER FOR RELEASE OF MEDICAL INFORMATION: I horoU> «uthorir« ihe addr«:is«« todUoloii« to th« D»piir(mon( of S 
" Mity dluuP.mL^ iMih , or t.oniiltiun r«ve%lod, a^f a revuU of oxamin»tlon or tre»lmeni elveruine. I undenftand (fiat -InforraaUon will 
iioiinuoutittl Httil will Ihi iisod only fur the purpose uf aiding mo In rindU'K «uiubi« eroploymeni. 

•PERMISO PARA REVELAR INFORMACIC^N MEDICAl Yo, phj^^ait medio, aulorlxo al deailhaUrtu qua l« d/« I Oe{»artJiii)eh(o da Sorvlclot* 
Kooia |«-v»»lKt>"« dlaK.umlrt lin.ha «(rondicion rnasUada. «omorr«»uUa^o da un eKaman <$ (raumlonto dado a 01^ Yo eniiando qua ta Informao lifn 
«>r^ traUdM itunrMc 110 Ut I y uhu«Iu j««ilo por ai inipCailo dft ryudarm? ;i con4»iguir.ampl«o. 



tlCNATURE OF APPLICANT 



CFIR^A DEL lOLICITANTgj 

V ' " y 



ailCNATURg OF WITNCSS (FinMA DEL TESTIGO: 



MEPICAL REPORT 



DIAGNOGIS 



p. No positive fj.ndings 



1. 



WORK LIMITATION INDICATED 



Nona Teniporary 
" 90davs |+ 90davj 



Perm- 
anent 



Unknown 

Mr 



HANDICAP 



WORK LIMITATION 



REFERRAL AND/OR 
REHABILITATION 



£J Physical examination completed 

jTJ Fiiutl report pending coiiipletion 
or rui'ther invecti(/?jitions 



^^•Healtl:^ problem requires 
further investigation 



EMPLOY AblMTY 



^Physician 
date 



l/;Capable .of vorking 
a. fj full time 
yTy part time 

less than ^ 

?. 



more than 



time 
time 



2. Work limitations 

a. ri none 

b. Tj as stated above 



imu±± 



'^EH]C'*^^^* ^ unable to work now 



3. Estimated date client can work or 
etiter job treining / / 



k. Rehabilitation 

none needed 
yes, conciirrent with 
employment or job training 
o. r7 yes, should precede 

_ einployTnent or job training 
d. /_/ severe p^anent handicapls) 
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ON YOUR CLIEKT 
ADDRESS 



REFERRED TO CHRP ON 



was selected at random for CHRP intervention in rehabilitation* 
APPOINTfENT c PROGRESS 



















V.- 








































* 















''Intervention is expected to continue yntil_ 
client can enter job or Job training on 
(Comments: 



Cornell iTealth Rehabilitation Pi-oject 
225 South Fulton Street 
Itliaca, yew, York IU850 



Signed^ 
Titie_ 
Date 



TO: 



30 DAY REPORT 



ON YOUR CLIENT 
ADDRESS 
REFERRED TO CHRP ON 



TREATMENT 



was selected at random for CHRP intervention in rehabilitation. 

APPOINTMENT ' PROGRESS ^ 

DATE KEH CANC ELLED NO SHOW COMPLETED TO BF CONTINUED 



Intervention is expected to continue until_ 
Client 'can enter Job 'or' job training on 

Cornell Health Rehabilitation Project 
225 South Fulton Street 
Ithaca > New York IU85O* 



^igned 
Title " 
S Date 



TO: . 



BE: 



CHRP CASE COMPLETED 



DSS CASE # _ 
CHRP CASE # 



BEEERHAL EECSEIVEI) 

CASE C(»iPLETED 

LAST CHRP PHYSI&AL EXAM 



DATE 
DATE 




PRESENT WORK STATUS 



DATE 



UHEMPLOXRD 

EMPLOYED n FULL TIME 
PART TIME 



FIHDIKGS AEEECTING 
EMPLOYABILITY 



1. 



3: 
6. 



REFERRAL AKD/OR 
REHABILITATION, 
mrttCATED 



COMPLETED 



WORK LIMITATION AT 
PRESENT . 



Cornell Health • 
Rehabilitation Project • 

225 South FuUon S^eet 
Ifhara, New Yprft 14650 
'401 SciuthAvibfHis 
Syracuse. New-Yofk 13204 



/7 CHOSEN AT RAMDCM FOR CHRP IHTEKVESTION 

(to receive help to dveircoiaa health problems, 
CHRP ;f olljDWriflo on health istatuS, 3»6 &.9 ao.) 

[J CHOSEN AT RAHDCM FOR CHRP COHTROL ' 

(client advised of health protolema and health 
services available, CHRP ftoliow-up inquiry 



re health statiis at 3>6 & 9 ^Bo* ) 



3 



I 

(V) 

I 



REASON FOR OOMPLETING - INTERVENTION CLIENT 



EMPLOYABILITY 



REHABILITATION C{M»L3TE 

•IKADEQJJATE PARTICIPATION IN REHABILITATION 
NO LOEGER AVAILABLE FOR \1EHABIL1TATI0N 
EMPLOYED n UNKNOWN 

JOB TRAINING JJ MOTyTED 
OtfiER - specify 

REASON FOR C(S4PLETING - CONTROL CLIENT 
[J PROJECTED TIME FOR REHABILITATION C(£-IPLETE 
7 / DATE OF LAST CHRP CONTACT 



1. 



2. 



CAPABLE OF WORKING 

a. /V HILL TIME 

b. JJ PART TIME 

^LESS THAN \ TIME 

MORE THAN \ TIMS 

c*. [J UNABLE TO WORK NOW 

WORK LTMITATIONb 

a. £7 msF, 

b. 11 AS STATED ABO\D 



3. ESTIMATED" DATE CLIENT 

WORK OR ENTER JOB 
. TRAINING / / 



CAN 



* Please note CHRP records are available to social workers on this ca'je. • _ 
'l5ey include meusuremsnts of physical and psychological and docial problems and progress, 
O 1 in some cases may be useful in deve,lqpi\g a plan for en3>loyment or training iw Job skills. 



PHYSICIAN 



DATE 
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: CHRP CLIENT CHART \ . . . 
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CONTACTS, WITH CLIENT AND WITH PROFESSIOHALS REGARDING CUEHT 



Date 



I 
t 



Itifonnation 
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Contact: 

2. Personal 

3. Transport 
U* Letter 



Initiated by: 

C» Ciietit 
Staff 
0. Other 



Sub.ject: 
M- bfedlcal 
Referral 
J, Eai?)loynient 
S. Support 
P. Psychological 

J). Dental 



Time: 
Min> Hrs. 



•15 



IS- 
-^0 
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Case 



SCREENING CHECK LIST 

•\ 

1 

Folder coi3q)lete, case nujiiber on all sections, index card. 

f 

Agency Contacts - Job Training History ' , 

' / 

Work' History " ! / 

^ [/ 

I 

Physical Examination j 
Anthropometric Data | 
Medical History • ' 

Health Attitudes and Awareness 

Food Frequency Interview 

Drinjcing and Smoking Questionnaire 

Life Setting Inventory 
Psychological Testing Completed 

I & E ' *! ^ 

Releases Signed / 
Participation Contract Signed (date) 

I 

I 



Place at back^oJ^folder vhett 
completed^- ' 

) 
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INF0i2*IA?:T0^ TO CLIEI^TS REFERRED TO 
CORNELL HEALTH REHABILITATION PROJECT 



You have been referred to \is for a full evaluation of your health as 
it may affect your ability to work and participate in Job training. 

We vrlll be seeing you on two occasions. Today we will be asking you 
questions about your health and at our next meeting you will have a 
physical exaxa and- a nuniber of other tests to eussess your fitness* 
Laboratory tests will also be carried out. 

You will receive a report of o\ar findinjgs and a similar report will 
be sent to the agency who referred^you here. 

Detailed information which you give us will be treated in a confiden- 
tial manner. ^ 

It may be decided that you need help to overcome health problems. If 
you need such. help, we may be able to offer services. 



I have read this statement of the *i)urposes of the Cornell Health 
Rehabilitation Project, and consent to this health evaluation. 
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CORNELL HEALTH REHABILITATION PROJECT 
401 South Avenue 
Syracuse, New York 13202 
474-6823 

I COf^ENT TO THE RELEASE OF MY MEDICAL RECORDS IN ORDER 
THAf mSt MAY BE REVIEWED BY THE DIRECTOR OF THE CORNELL RESEARCH 
PROJECT. 

,1 UNDERSTAND THAT THESE RECORDS WILL NOT BE SHOWN-TO 
UNAUTHORIZED PERSONS AND THAT THIS INFORMATION WILL BE KEPT CONFIDENTIAL. 

SIGNATURE 

DATE • 

WITNESS ■ 



, CORNELL HEALTH REHABILITATION PROJECT 
401 South Avenue ■ • 
Syracuse, .New York 13202 
474-6823 

I CONSENT TO THE RELEASE OF MY MEDICAID RECORDS IN ORDER 
THAT THESE MAY BE REVIEWED. 

I UNDERSTAND THAT THESE RECORDS WILL NOT BE SHOWN TO 
UNAUTHORIZED PERSONS AND THAT THIS INFORMATION WILL BE KEPT CONFIDENTIAL. 

SIGNATU^IE : 

DATE • 

WITNESS . 



CORNELL HEALTH REHABILITATION PROJECT 
40.1 South Avenue 
Syracuse, New York 13202 
474-6823 

» 

I CONSENT TO THE RELEASE OF MY DENTAL RECORDS JN ORDER 
THAT THESE MAY BE REVIEWED BY THE DIRECTOR OF THE CORNELL RESEARCH 
PROJECT. 

I UNDERSTAND THAT THESE RECORDS WILL NOT BE SHOWN TO 
UNAUTHORIZED PERSONS AND THAT THIS INFORMATION WILL BE KEPT CONFIDENTIAL. 

SLCiNATURE 

DOTE : 

WITNESS 
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AGENCY CONTACTS JOB TRAINING HISTORY 



Case # 



1» How did you find us? a. through news nedia 

^ friends 

c. social agent 

d. eniployment agency 

e. other 

2. Who decided you should come? a. self 

b. referring agent_ 

3. Are yov* now registered- ^d.th CETA? 
1. no 

^ 2. yes. Date registered ^In what program? 



(indicate by # below) 



Are you now registered with WIN? 

1. no 

2. yes. Date registered In what program? 

5. Have you worked or studied through a Job training program in the pa^tr^ 
1. no ' 
. 2. yes. Dates - In dude details in Work History 



6. What social agencies have you con'tacted, in the last year? 

Who 

A. Social services (welfare) 

B. Social Security^ '. 

C. Family & Children's Service ' 

D. Cooperative Extension 



Dj^erat: 



E. Employjient service 

1. public (state, county) 

2. private 

7ir Office- of Vocational Rehabilitation 

G. Legal services- 

1. public (i.e. Legal Aid) 

2. private (lawyer) 

H. Loan or*- finance company 

I. Other 



7. SSI is a* form i>f assistance to persons with a' health problem. 
*Have you ever applied for SSI? 

1. no 

2. yes 

a. you. were accepted. Date 

b. yoi; ''cre rejected. Fate 



How many times? 



Page 1 
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8, How long have you been receiving pubMc assistance? years total months 

a. APDC 

b. HR' 
\c* SSI 

L food stamps only 
e\ Medicaid only 

9* Have y^u been on welfare before this? 

1, no 

2. yes (a^k #10) 

10, .Type of aid pi^e:viously received: When Total months 



1. 


AFDC 


19 tol9 


2. 


Aid to blind and disabled (SSI now) 


19_to 19 


3. 


Home Relief 


19_to 19 


u. 


Food stamps only 


19_to 19 


5. 


Medicaid only 


19_to 19. 



11. A^e you receiving Medicaid? 
1. no (if no, ask #12) 

2* yes. ^-/hat is your current card nuaiber? 

12* Have you ever applied for Medicaid? 

1. no. If not, why not? 

a. not eligible 

b. have another type of medical insurance 

c. don't want or nead it 

d. don't know what it is 

e. don't know where to apply 

f. too many forms to fill out, or forms too complicated 

g. never thought about it 

h. other 

2. yes. If yes, why don't you receive Medicaid? 

a. not eligible 

b. couldn't fill out forms or finish filling out forms 

c. forgot to re-file 
d( moved 

e. other ^ . 
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I. Have you worked for pay? 



WORK HISTORY 



K 



B 



1* no 

2. yes" (if 'yes' ask for work history, ^' 

last job first and continue in that order) 

, 0 D E_ F_ 



Type of .16b pates vorked 
2* Place employed 



Did you have a 
physical exaa 
before getting 
dob? 

1, no 

2. yes 



Full tioe? 
code kO hrsi 
Part ticK? 
code #hrs , 



Hourly pay: 
a.Up to $;>«oo 
b42-01-$3.00 

c.$3.ox-iu.oo 

d4U.01>46.00 
e.$over $6.00 



If not paid 
hourly voges, 
approy.weckly 
ssonthly, annual 
incoae (pref. 
before ta»s) 



Why did you leave 
this job? 

00 haven' t left 

1 ^non-raedical reason 

2 aedlcal reason NOT 
work related (c .k J) 

a. illness c«other 

b. pregnancy (state) 

3 a3dical,vork Induced* 

a. injured at vork 

b. denaatltis 
c«fuass or dust 
d.other (state) 

k sedical, vork 

ayyravated* (*a3k H.I. 



How easy was it 
to get another 
Job? 

1 I. got one 
Ismedlately 

It took: 

2 3 BO .Or less 

3 6 BO.or less 
k 9 lao.or less 

5 one year 

6 couldn't get 
a job. Why? 
(state belov ) 

7 didnH try 



(from G-!i, G^) 
Were you given 
another ^tib in 
the saae busi- 
ness or factory? 

1' no 
2 yes 

didn't want 
one 



Who nade the 
decision that you 
leave the Job? 

I did 

By doctor did 
doctor at vork 
«y employer 
other (state 
below) 



1. 



2. 



19 -19 



'k>nths 



$ per 

vk« >ao« year 
(check one) 
Take hocse _ 
Qross ^ 



r 



1. 



2. 



19 -19^ 



sQonths 



per 



vk. ao* year 
(check one) 

Take hoaie 

Gross 



I 

cn 
cn 
I 



1. 



19 -19 



months 



? P«r 

vk* DO* year 
(check one) 

Take, home 

Gross 



1. 



19 -19 



Domths 



$ per 

vk..,i&o* year 
(check one)' 
Take hooe '_ 
Gross 



19 -19 



Donths 



1. 
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19 -19 



months 



$ per 

vk* BO* year 
(check one) 
Take hOQs 
Gross 



^ per 

vk* mo* year 
(check one) 

Take hooe 

Gross 



2.n 
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WORK HISTORY, con't. 

(circle one) 

Last grade con?)leted in school 1 2 3 ^ 5 6 7 8 9 10 11 12 13 1^ 15 l6 

A. Age at leaving school graduate school _i 

other education 



Does your work record reflect the kind of work you want to do? 

1# nb« State work goal, 

2. yes , 

A Do you have amy marketable skills that may not be reflected in your previous 
work experience? 

X. no 

2. yes (circle which skills) 

a. typing d, cooking g, other ^ 

b* filing e. child care ' ^ 
c« bookkeeping f. driver h, other 



What is your work situation at present? (circle all that apply) 

a. I am working now, for doing 

b. I am starting work, for^^^^ doing ' 

c. I am in job training program (specify) 



d. I am ready to work now. 

e. I will be ready to work in 6 months • ^ 

f . I am looking for employment on my own« 

g. -I have gone to the employment service (which? ) 

h. It will be longer than a year before I can work. 

i« I may never be able to work« (reason)^^ 



The following is a list of reasons a person can^t work. Which ones apply? 

a. I have health problems. 

b. I have personal (or famil;0 problems. \ 

c. I am too nervous. 

d. I have transportation problems. 

e. I have child care problems. 

f. I need job skills. 

g. Other ^ 
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6# Does your -health restrict the type of job you can get? 
1. no 

2/ yes (ask the following:) 

Could you tell me the reasons why your heaith limits your employment? 

TRIE: PAtSE 

A# I cannot cjo a standing job because of my bad back. 
- B. I cannot do a standing job because of my bad legs. 

C. I don't have good enough eyesight. ^ _ 

D. I am hard of fiearing. ^ — — — — _^ 

E. They won't hire people like me with skin complaints. 

F. I get nervous when I am working. 1^ ^ 

G# 1 am lame or crippled. — — _ — — — 
H. I get blackouts. _ _ _ — 



I. I have bad teeth. ^ — — 

J. I don't have teeth. _ 

K. I veigh too mruch. ^ 

L. ^V doctor ^has tbld mo not to trake a job. 
Whv? 'I , 



b. For how long? 
M. Other 



7. Did you ever fail a physical exam given for a job? 

, 1. no 
2. yes 



'8. Would you like counseling on how to cope with emcployrnent? 

1. no 

2. yes 

9. Would you like counseling on how to- cope with nerves? 

1. no 

2. yes 

10. Would you like help with your health? 

1. no 

2. yes 



11. Does your health at present interfere with your working around the home? 

1. no 

2. yes. VHiat is the problem?__ 

VJhen did it start? 



5 2S3 
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PACE SHEET 



CASE # 



INITIAL HIYSICAL EXAM 



DATE 



A. POSITIVE FINDINGS 



1. _ 

2. _ 

3.. 

h. 



5.' 



6. 



7. 



C. INTRniSIC HANDICAPS 

8. 

9. 

10. 

11. 

12. 

13. 



B. ORDERS FOR COMPLETION OF EVALUATION 



D. EXTRINSIC HANDICAPS 
lU. 



15. ^ 

16. _ 

18._ 
19. 



2** 



INTERVENTION INDICATED 



ERIC 
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E Record of INTERVENTION AND REFERRALS 



Problem 



Referred 
to: 



Date init- Date Report What was Date subsequent Final 
ial visit Received done* visits Report 





































































































— . ; 




































r 















evaluation only 
evaluation & treatment 
treajbment only 

d, physiotherapy 

e, dental caries- repair 

f, peridontal 
extractions 
dentures 

surgical procedure 



a* 
b. 
c# 



h. 
i* 



medical procedure 
k# prothesis prescribed or fitted 
1, psychological^ individual 

psychological- group 
n. weight and diet 

o# other 

p« other , 

health education 
r# medication 



F. PSYCKOLOGICAL TfiST SCORES 

1. Wechsler 

2. 16PF 

3. I & E 

Hypochondriasis 



-J)ate 



Life setting 

1. Age 

2. Number of children 

3. Absence of man/womatl* 

U. Education 

Sociai/physicai isolation 



6, 
7, 
3. 

'9- 
10* 



client objection l.po 
2, yes 



Cultural isolation 

Welfare - institutional involvement 

Stress 

Disturbed family member 
Work history 



> 
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PHYSICAL EXAM 



(Report positive findings - site and extent) 



SKIN 

1. acne^ 

2. raeh 



3. cyanosis 



i*. hair loss^ 
^. edema 



' 6. varicose veins^ 
7. other 



HEAD AND NECK - A. MDUTH 



8. lips 



9. tongue_ 
10. mucosa 



11. halitosis 



B. TEETH & GUMS 



12. caries 



13. peridontal disease^ 
1^^. edentulous - upper_ 



C. EARS 



15 ♦ outer ear 



16 • middle ear^ 
17. othe^ 



lower 



' D. NECK 

18. goitre Yes No • If yes, '^hat is maximum neck circumference?^ 

19. other , 



E. EYES 



20. 



ERLC 
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E. Record of INTERS. 3NTI0N ANT REFERRALS 



Problem Referred 
# on Pk.1 to: 



Date init- Date Report What was Date subsequent Final 
iai visit Received done* visits Report 



ERLC 

















» 


• 
































































































* 











































a. evaluation only 

b. evaluation & treatment 

c. treatment only 

d. physiotherapy 

e. dental caries- repair 

f. peridental 

g. extractions 
.h, dentures 

i, surgical procedure 



F. PSYCHOLOGICAL TEST SCORES 

1. Wechsler 

2. 16PF 

3. I & E 

U. Hypochondriasis 



medical procedure 
prothesis prescribed or fitted 
psychological- individual 
psychological- group 
weight and dift 

other 

other 




i. 

k. 
1. 
m. 
n, 
o. 

q. health educati^ 
r, medication 



Date 



client /objection l.po 
2. yes 



5. Life setting 

1. Age 

2. Kuiriber of children 

3. Absence of man/woman 

U., Education 

5* Social/physi,cal isolation 

6. Curtural isolation 

7. Welfare - institutional involvement 

3.. ^ Stress 

9. Disturbed family member ^ 

10, Work history 
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PHySICAL EXAM 



(Report positive findings - site and extent) 



SKIH 
acne 



2, rash 



3. cyanosis 



-U, hair loss^ 
5. edema 



6. varicose veins^ 

7. other 



HEAD AND NECK - A. MDUTH 



8. lips 

9. tongue 

10. mucosa 

11. halitosis 



B. TEETH & GUMS 



caries 



12. 

13. peridontal disease 

Ik* edentulous - upper 



C. EARS 



15 • outer ear 

16.; 

17. 



middle ear^ 
othe*' 



lower 



18. 
19. 

20. 



D. NECK 

goitre Yes No . If yes, what is maximum neck circumference?, 

other ' , 



E. EYES 



ERIC 
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CHEST 

21, cQugh_ _ 

22, breathlessness ^ 

23, deforoity [ , 

2U. heart . - 

25. lungs 1_ — 

26. other ^ - 

ABDOMEN 

27. hernia ! — 

28. scars ^ [ 

29. other ^ . - 

MUSCULO-SKELSTAL SYSTEM 

30. deformity^^ - 

31. loss of functio n 

32. prosthesis worn ^ : 

33. 9th er ^ — 

— ■■ ' ■ % 



3U. tremor ^ 

35. paralysis 

36, speech defect, aphasia 

37* sensory abnormality 

38. reflex abnormality 

39. peculiar behavior during interview 



NERVOUS SYSTEM 




ERIC 
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C0W4ENTS: 

(Not for use regarding information to be coded) 



Instruction: Record physical findings on face sheet, 

REGARDING EMPLOYMENT: 

These physical findings: 

0* would not interfere with working. 

1. would limit work to part time;- For how long? 

2. with rehabilitation, would not interfere with working. 

3. with rehabilitation, would limit type c'-job (circle limitations) 

a. walkinac e, sitting 

b. clisab f. lifting, carrying more than 23 lbs. 
c* stand. g. pushing, pulling 

d. stoopihi, bending h. high rate of speed 

i*. would limit vorking conditions tolerated by client. ^ 
Adverse conditions would be: 



a. outside -"^ r. dust 

^. high temperatures g. odors 

c. low temperatures h. high places 

d» sudden temperature cl?ange i. humid, wet 

e. skin irritants and j. noise 
allergens 



ERIC 
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CURRfiNT SYMPTOie 



YES NO 



9 



ERIC 



i ■ 



Rn.sn ., • — 

MornitiK nausea 




r 


Allergies : ' 






Flatulence or indigestion / / 




C 


Stomach pain // 


—5 




Diarrhea / 






Constipation • , / 






Cough ' dry with sputum 








Breathlessness on exertion • at. re 


3t ■ 






Frequent tiredness 






Cramps in legs ^ 






Palpitations ' . ' \ 






Swollen ankles 






Frequent urina'.ion • ^ 






Urinary incontinence (inability to hold water) 






Freauent backache 






Flat feet 






Arthritis " # 




- 


Insomnia ' * 






Freqiaent nervousness 






Paralysis « 






Frequent headaches ' ^ ^ 




• 


Seizures 






Faintne^s 








Noises in ears. 


or head 






Toothache 








■- ■■ — — — ' \ 

Bleeding gums , ' . . - 












\ - for women only - . t 
Prolapse (dropped uterus) ^ 


1 






Hot fl^ishfes 






Pregnancy DLMP 
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I am gping to ^ead a list of statements about how you may feel. Please answer TRUE OR FALSE 



T F 

IT: 



1. I have few or nlo pains* 

2. I have little/ or no trouble with ray muscles twitching or jumping^ 

3. I am eJbbut as able to work as I ever was. 

U. ^V sleep is fitfxil and disturbed, * 

5. I feel weak all over muc^h of the time. - 

6. I am troubled by attacks ^f nausea and vomiting. 

7. I have never vomited blood or coughed up blood. 

,8. I hardly ever notice my heart pounding and I am seldom short of breath* 

9. I do not often notice my ears ringing or buzzing. 

10. Often I feel as if there were a tight band around my head. 

11. I am neither gaining nor losing weight. 

12. I wake up fresh and rested most mornings. 

13. W eyesight is as good as it has been for years.. 

lU. I am troubled by discomfort in the pit of my stomach every few days or oftener. 

15. I am in just as good physical health as most of my friends. 

16. I have a good appetite. 

17. I am very seldom troubled by constipation. . 

18. During the past few years I have be?n well most of the time. 

19. I have numbness in one or more regions of my skin. 

20. There seems to be a fullness in ray head or nose most of the time. 
21.. I can read a long while without tiring my eyes. 
22* I am almost n^er bothered, by pains over the heart or in my chi 
23. I seldom or never have dizzy apells. >^ ' 
2k. I have a ''great deal of stomach trouble. 

The top of ray head sometimes feels tender., 

26. I hardly ever feel pain in the back of the neck. 

27. I am bothered by acid* stomach several times a week. 

28. I have had no difficulty in starting or holding my bowel movement. 
29'. 1 have had na difficulty dn*keeping lioy balance in walking. 

30. Parts of my body often haVe' feelings like burning, tingling, crawling, 

or like going to sleep. 

31. t'have very few "headaches. 

32. do not tire quickly. 

33. ^t/ hands and feet are* usually warm enough. 
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AlJTHROPOl-ETRIC DATA 



Case 



Helght_ 
Weight 



_in. 
lbs. 



Blood Pressure 

ist reading [_ 

2nd reading 



Smokes 



no 



yes 



^-10 per day 
+10 per day 



Temperature 
Pijilse 



Respiration 



Asthma 



no_^ 
yes 



Mid arm circumference 

Triceps skinfold thickness 

t 



cm« 



GROSS MDTOR AGILITY 

Time required to place blocks 

in box min. sec. 

^task tolerated well. 

complained. 

unable to-' complete task. 



comments 



mm. 
mm. 



mm. 



Cold 



no 
yes 



Other respiratory restrictions 
(specify) ' ^ 



Vital capacity 



Dynamometer rt. arm 
It. arm 



Lifting 10 lb. box to shelf 

task tolerated well. 

^complained . 

unable to lift bo:c. 



comments 



Fine Motor Agility 

number of dov;el-cotter pin assemblies completed @ 2 min. 

. Comments — 
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ANTHROPOMBTRY 



, case# 



Step Test (Masters) 

Heart Rate Time (minutes) 

-0 

3 

6 

9 

12 

13 



Coinments 



No. of Ascents/Min. 
0 
8 
12 
16 
20 
0 



test tolerated well 

complained comments 

unable to con^iete test. Reason given^ 



Metronome Setting 
0 
50 
72 
100 
120 
0 



Vision 

1. Do you weay corrective lenses (glasses or contact lenses)? 
* 0. no 

1. only for reading 

2. only for driving 

3. sometimes 

U. all the time 

2. If wearing glasses, test with glasses, r Check if tested with contact lenses • 
Snellen Chart Distance left eye Near left eye 

right eye right eye 



Hearing 

1. Do you vear a hearing aid? 

0. no ' 

1. yes 

2. Able to hear spoken voice 
Not able to hear spoken voice 
Bone Conduction' 



Right ear 



Left ear 



Mastoid 



Mastoid 



Ih 
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ANTHROPOMETRIC DATA 



Case # 



Height^ 
Weight 



lbs. 



Blood Pressure 

1st reading [_ 

2nd reading [_ 



'Smokes 



no_ 
yes 



^-10 per day 
+10 per day 



Teiaperature_ 
Pulse 



Respiration 



Asthma 



no_ 
yes 



Mid arm circumference 



Triceps skinfpld thickness 



cm. 



GROSS ^^^}TOR AGIIITY 

Time required to place blocks 

in box min. sec. 

^task tolerated well. 

complained. 

uaable to complete task. 



comments 



mm. 



mm* 



mm. 



Cold 



no 
yes_ 



Other respiratory re.strictions 
(specify) ' 



Vital capacity 



Dynamometer 



rt* arm 
It. arm 



Lifting 10 lb. box to shelf 
task tolerated well. 

^complained. ' 

' unable to lift bo:c. 



comments . 



Fine Motor Agility 

number of dovrel-cotter .pin a^ssemblies (completed © 2 min. 

Comments . 



ERIC 
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ANTHROPOMETRY 



case# 



Step Test (Masters) 

Heart Rate Time (minutes) 

0 

3 

6 

9 

^ 12 

13 



No» of Ascent s/Min* 
0 
8 
12 
16 
20 
0 



Metronome Setting 
0 
50 
72 
100 
120 
0 



Comments 



test tolerated well 

complained comments ^ 

unable to complete test. Reason given_ 



Vision ^ . * 

!• Do .you wear corrective lenses (glasses or contact lenses)? 

0. no 

1. only for reading 

2. only for driying^ 

3. sometimes 

k. all the time - "^-"^ 

2. If wearing glasses, test with glasses. Check if tested with contract lenses. 

Snellen Chart Distance left eye Near left eye 

^ , right eye . , right eye 



Hearing 

1. Do you wear a hearing aid? 

0. no 

1. yes 

2. Able to hear spoken voice 
No^t able to hear spoken' voice 
Bone Conduction 



p-lght ear 



Left ear 



Mastoid 



Mastoid 



Ih 
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MEDICAL IHSTORY 



1, When vere you born? 



month 



day 



19 



2, .When you vere born, did you have any medical problem? 
!• no 
2p yes . 

A. Vlhat vas' the problem? Deacribe as fully as possible.^ 



B. Did your problem resul.t in any permanent disability? (do NOT read catagories to patient) 

.» 

0; no ' 5. mental retardation 

1, poor sight ' 6. crippled by inborn disease or congenital anomaly 

2, deafness, partita or full 7. late effect of birth injury, (musculoskeletal) 

3, cardiac, disabili'ty 8. other major chronic disabilities: CPi gross developmental defects, 
.respiratory disability 9. minor & unspecified including birthmarks i digestive disturbances, etc. 



3, Did you have any serious illness, operation or injury before the. age of 6? 

1. no 

2. yes, What vas the medical problem? 



B. 



C. 



A. Medical problem 



How long vere you ill? 

1, less than 6 months 

2, more than 6 months 



Were you left vith any 
permanent disability? 

1. no 

2, yeSp Describe 

D, How many times did you 
' have -this problem 
before "you vere 6? 

1. ^ onc^ 

2. P - 3 times 

3. recurrent incidents 
'u continuously 



3071 













, 4 




r 




( 







I • 



30d 



o 
to 

CO 



Dia you have any aerious illnesses, operations or in.luries as a school child end/or adolescent? 

PROBLEM 1 , PROBLEM 2 PROBLEM 3 , PROBLEM U 



1. no 

2. yes* What? 



L What vas the problem? 



(diagnosis to be 
recorded by MD) 

5. How lone ^•e^e ^^^^ 

1, less than 6 months 
2* more than 6 months 

2. Were you left with any 
permanent" disability? 



1. no 



. 2.' yej\. Describe it 

(disability tc be 
recorded by MD) 

D. IIov7 many times did you 
-have this problem as a 
school child or 
adolescent? 

l.once 3. recurrently 
2.2-3X k. continuously 



What vas the reason for your leaving school? 



1. I graduated 

2. They needed me at home 

3. I got sick 

h. I got pregnant 



5. -T wenir to -work 

6. I was in,iured 

7. I got married 

8. I dropped out 



' ^'^-^T^moved ^ " — — 

10. I was self cone6ious about my problem 

!!• 1 vas in vocational training out of school 

12. I am IN school ^ 

13. Other 
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6. Httvt you had any aarloua llln«8aot. Injurlca or operations alnce leaving school? Note: Space below dotted line for 
• use of MD to record ICDA codable teras. 

!• no 



2. yea (record beXov) 



A* What , was the health 
pr^ieat 



(dia^oosis) 

B« Vhen vere.you.lll7 
For hoW longT 

C. Kotf vaa nedical.care 
0btaiaedT(aass4 if 

known) 

Hi What vaa the 
treataaatt 



(detailfl) ^ 

(}^rocedure) 

E« Progress 

(dataiUr 
(prognosis) 
F« How isany times have 



Are you under a 
doctor*s care now 
for this problem? 



PROBI£M I 




prob:£m 3 






# » » 


Donths 


ponths * 


noa^hs 


1* bospltaliiatloa 
saw a doctor 


3. vent to a clinic 5. .vent to hospital caargency ropo . 
li- ^mnt ttt an oat^ooath 6« Other ' 








1. surgery 3» rehabilitation b» physical therapy 

2. tEsdlcal a. psycfabloglcal c« prosthetic device 


d* weight reduction 
e. retraining for work 







) 


1. full. recovery 
2* no progress » 


stiU 


3. recovering 
have prbblea left with a peraanent disability 
















1. ooce 


3. 


recur rei 
continue 


it Incidents 

auslv — - 


" — = ' 


J 1 ; 




1. *no 

2. yea (naae) ' 


1. no 

2. yes (nana) \ 


1« no 

2. yes (nane) 



u nidMnsuranct Day for X. no fl. Private health Ins. c.Worlcaan's Saoqienaatlon • f-COBgitny .disability Ins. 

""■ wrS-?SSSt~~" (ask «-e) b. Msdlcaid d.St.te Disability Ins. jx.Unlon disability ins. 

d.VA Insurance X. other 



7« Was this problem 
work related? 

I. Are you atlll receiv- 
ing payments fron^ 
disability insurance? 

J. Did you lose your j:^ 
because of this 
prbblea? 



Does it still prevent 
you froo doing your 
old J6b? 

L. Have you been cavloyed 
since this prbblea? 

UKov long did It 'ke 
you froa seeking 
eaploynent? 

2. How long were you 
uneisployed? 









1« no 

2. yes (ask X - L) 


1. no 

2. yea (ask I - L) 


1. no 

2* yas (ask I - L) 


1. no - 

2. yea 


1« no 

2. yea ^ 


1« no 
2. yes 


U no. How long were you 
out sick? weeks 

2. yes. 


1. no.How long were you 

out 8lck?^weeks 

2. yea 

tfhy? 


1. no. How long were you 

out sick? weeks 

2. yes 

Vfhy? 


1. na 

2. yes 


1* no 
2* yea 


1. no 

2. yes 


1. no 

2. yes 

Donths 
months 


1« no 
2. yea 

months 
conths 


1* no 
2. yes 

Bonths 

taonths * 



Ask:. Has there another serious Illness, etc. during this time period? 

IT 
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ERIC 



35. 



16.' 



17. 



18. 



How many children do you have? 
How old is your youngest? 

How many children live with you? 

# 

FOR WOMEN ONLY - QUESTIONS #9-23 

How many pregnancies have you had? 

What was your age at your first pregnancy? 

How maoyjmiscarriages have you had? 

Have you had any children who were stillborn? (nuidber) 

Have you had any children who were abnormal at'birth? 



Was your youngest child bottle o^ breai.* , »d? 

1. bottle fed 

2. breast fed (for how long?) 

a. attempted for a short time 

b. less than 6 months 

c. 6-12 months 

d. more than 12 months 

Did any medical problem during pregnancy, or any disability resulting from 
p"*egnancy ever prevent you from getting a ,1ob? 

1. no 

2. yes. 



What was it? 



A. - or cause you to lose your job? 

1. no 

2. yes 

^Have you reached menopause? 

1. no , 

2. yes (circle one) Was it after surgery (hysterectomy) or natural causes? 
Do you use any contraceptive method? 

1. no * - 

2. yes What? 

a. I.U.D. 

b. Diaphragm or condom 

c. Foam 

d. Other chemical 
>^ e. Tubal ligation 

f. Hysterectomy 

g. Till 



HaVe you ever taken birth control pills? 

1. no 

2. yes \Ask questions 19-23 



\ 



Q 1 O 
18 
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19. Are you taking birth control pills now? 

1. no- 

2. yes (go to 21) •» 

20. When did you take the pill? From ^to_ 



From ^to Total months^ 

Name of pill(s) 



Reason for discontinuing 



21. How long have you been continuously on the pill you are now taking? 
^ months* What is its name? 

**^2. What other periods if any, have you taken this pill? 

From to 



From ^to Total months^ 

23. Have you taken any other pill? 

1. no 

2. yes. What? ^ 

2U. Do you desire further assistance or advice in ffiUnily planning? 

1. no *. • • 

2. yes 



CHECKLIST^ . i 

Did you.^-'for^t^tell me aboi^it any illness, operation, injury during your life 

concerning yoiir.. . \ 

i ^ 

1. stompch, bowels, bladder? \ 

2. heart, or other interna!^ organs? 

3. nose^^ars, throat? , \ 
eyes? 

5. arms or legs, hands of feet? \ 

6. skin? 

7. teeth? 

8. nervousness or mental problems? \ 

9. female problems? . 31 3 

\9 



/ DR«B< HISTORY 



/ i/do you take any medicines you buy at drugstore or pharmacy without a .prescription or- doctor's order? 



/ 

- r 



!• no 

2. yes. Ask: 



* 2. For what complaints do you buy medicines? (use"i?har^ belpw) 
3 4 What medicines do you buy? 
I*.. How much do you need to give you relief?' 



2. Cosxplaint 






DriM' fmedicine) 


^ \, Dose 


How of tien 


now JLong 


. ■ .. ( 1 

^^onatlp^tion ' 


yes 


no 


0 . j 








headache i 






* » 








-V' 

nervousness 






t 








-lii . 

insomnia 






« 








upset stomach 














menstrual 
cramps 






1 








\ 


colds /sinus 
trouble 






r 

• 




- ^ 


i 

\ 


pa^ 






\ ' * 








other (specify] 
















< 



I 
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5. Ar^ you, taking any medications at the present time that were prescribed a doctor or dentist? 
1. no 



to 



Type of medication 



Analgesics* ^ , . _ . 

Antacids* _ - _ « 

Bowel medi^cine,. — ^ 
(except laxatives) 
Laxatives - — _ . 

Sedatives' * ^ ^ . 

Tranquilizers ^ . ^ 

Diuretics » _ _ _ 

Diet pills . ^ 

Cortisone & rel^ited. 



(not OCA) 
Thyroid ^ _ . ^ 

Digitalis & other. 



ERLC 



cardiovascular 
Antihypertensives ^ 

Antihistartines . . 

Anticonvulsants ^ _ 



Insulin & oral _ _ , 
hypoglycemics 

Antibiotics & 

sulfa drugs 

Topical . . - . . 

ilutrxent supplements 



low)' 

Proprietary 
Name 


Or 

Generic 1 
Name 


Duration 
Df Intake t. 


Pnequency . 


Dose 


Deiscription, if ^ 
Haaie uhknbwn 


















- 










• 








f 


* 












- 


* ' V 












- 








- 














V 
















■ ^ — 


« 


1 ^ — r 

\ " • 





p 

: 
























} 












/ 






• 








































i 


^ — 


















r- 


'J 













I 
t 



317 



25# What nodical, service? have you used in the past year ? 

Title or-kind Name,- Address (if known) Medical coverage 

DOCTORS' 



Tixaes seen 



x*x^cic ux. uxoner 








Specialists 
1;: Internist 
















2. Gynecologist 










• 






3. Surgeon , 










• 






U. Orthopedist 
















5. EENT 
















6. Dermatologist' 
















7. Psychiatrist 
















8. Psychologist 

















9. Other 


\ 








\ 






CLINICS 

Family Medicine 
Program 
At Cinenia 








At Hospital 








Other Clinic^ 








Hospital Emergency 
Room 




1 




Hospital as. la- 
Patient 




X 

,i 


Dental 
Hospital for 

Extractio 




i 



'^Clinics: 1. Orthopedic 

2. Ohest ^ 
., 3. Speech & Hearing 



U. Immunization 

"5. Family & Children's 

6. Mental Health Clinic 
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HBALTH ATTITUDES AND AWARENESS 



Do you have a regxilar family doctor; or clinic that you. go to? 

1. no \ 

2. yes. Wam e ' . ' „ 

When did you have a physical exam last? ^ 

1, never 

more than 5 years ago 
> 3. within the last 5 years 

k. within the last year ^month . , 

Who did it? . , - , 

1. your own doctor or the clinic you go to. Was it a... 

a. routine physical exam? 

b. visit f 05 a special health problem? Specif y^ 

2. school doctSr 

3. doctor for emplojlment physiqal 
k. women's doctor 

5* other . " 



When you had your last physical exam, which of the following was done? 

1. blood pressure checked 

2. urine tested 

3. TB test... either skin test or chest,X-ray 

U, hearing checked ' ^ 
5. eyesight checked 

Have you obtained advice from any family planning service? 

1. never 

2. within the last 5 years 

3. within the last year 

U, no, but I received advice from a doctor . ^ 

When you are sick, (for example if you have a high fever) how soon do you 
see a doctor? 

1., Right aUay (if 'Right away, go to #8) „ v ' ' 

2. After I»ve waited awhile (if answer is 2 - 3, ask 

3, I put it off as longjas possible. , ^ ^ 
If. I never go- to the doctor unless for an emergency* " . 
5. Othjer : ^_ 
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7. Why do you delay going to the doctor? 

1. I*m afraid the doctor might hurt me „ _ _ 

2. I'm anxious because he might find something seriously wrong 
\ I S©^ enibarirassed by physical examination — — ^ ^ 

U. I think doctors are prejudiced against jsople on welfare.:. 

5. For religious reasons ^ ^ ^ — — — 

6. I think I. can take care of n^self ^ ^ ^ _ — 

7* It. is very difficult to leavis the children _ _ _ _ 
8.. I don't have the use of a car l. ! 

'9* There is no bus _ _ - 

10* I can't afford it_ „ . _ 

11; I can't get a doctor _ — ^ _ 

12. I find the doctor's office hours inconvenient _ 

13. Other ^ 



TRUE 


FALSE 























































8. Has a doctor ever refused to treat you? * 

1. never 

2. yes* 

a. you live too, far away 
b* he was too busy 

c. you were/are getting public assistance 

d* you missed ^) appointments 

e. other 

f . racial discrimination 

g. don't know 

9« Would you like to speak with a psychologist aboift your nerves or tension? 

1. no * ' 

2. yes 

3. I am seeing one now (only if subject volunteers this reply) 
a* ^fental Health Clinic 

b. Family & Children's Service 

c. Private (name, if volunteered) 



10. ' Do you have a regular family dentist... or clinic you go to? 
. 1. no 

P. 'yesji. Name - ^ - ^ 

11. When did you have a dental exam last? 



1. never 

. a. more than 5 years ago 

• 3» ^Tithin the> last 5 years 

U, within the last year 



month 



320 
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12* Who did it? ' \ 

■ 1. dentist 

2, hygienist 

3. school check-up 

U. employment physical 
5. otlier^ 



13. When do you go to the dentist? 

1. When I have a toothache. 

2. When I see a decayed spot. 

3. When .IJiave bleeding or sore gums. 

U. I have regular appointments each year... or times each year. 

5. Whdri I want a tooth pulled. 

6. For special scheduled treatment. 
7^ For denture vprk. 

a. new dentures 
• h. adjustment » 
c. replacement 



lU. Do you delay going to the dentist? 

1. no - * 

2. yes 

a. There are nc dentists around here who accept Medicaid patients 

b. It is too expensive 

c. I am afraid he might want to take teeth out 

d. I am waiting uiitil it seems really necessary 

e. I can't leave the children 

f. I have transportation difficulties 

g. I am really afraid of going to the dentist 

h. The office hours are inconvenient for me 
1. I have difficulty scheduling appointments 
j. other . , 

15. Have you had your sight ehecked. other than for a driver's license? 

1, never 

2, more' than 5 years ago 

3, within the last 5 years 

U, within the last year . m onth 

16. Who did it? NaiMs^.if 

1. a doctor who specializes in eyes (Opthalmologist) ^ 

2. an optometrist or optician (fits, sells in his store) 

3. your own doctor or clinic 

U, at employment physical 

5. at school 

6. other 

17. Do you wear glasses? 



1. 
2. 



no > ^ 

yes 

a. when did you first, get glasses? 19 

b. when •did you last have new glasses prescribed? 19_, 

c. when did you last get new glasses? 19. 
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Case 



FOOD FREQUENCY INTERVIEW 



How Wny TI^3ES PER VJEBK do you cojicume, 



Poiiltry - 



Fish and tunafish— 
Hot dogs and cold cuts- 



Other meats . 

Eggs' 

Cheese ^ 



Cottage cheese 

Fruit juice 

Raw fruit 



Cooked vegetables- 

Raw vegetables (except lettuce) 
Lettuce 



Dried cooked beans and peas. 

Instant breakfast 

Peianut butter 

Nuts- 



Cereal breakfast foods ^ 

Potato chips or Fritos-j 

Crackers or pretzels — = — 

Macaroni, spaghetti, rice, noodles ^ 

Potatoes (except French' fries) 

French fries 



Candy bar or never al candies- 

Ice cream ■ 

Cookies r- 

Pie, cake 

Doughnuts 



Circ3- correct number More, than 7 

(specify) 



0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 



1 
1 
1 
1 
1 
1 

^ 

1 
1 
1 
1 
1 
1 
1 
1 
1 

i 
1 
1 
r 
1 
1 
1 
.1 
1 
1 



a 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
Z 
'2 
"2 
2 
2 
2 
2 
2 
2 
2 
2 
2 



3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 



k 
k 
k 
k 
h 
k 
k 
k 
k 
k 
k 
k 
k 
k 
h 
k 
k 
k 
k 
k 
k 
k 
k 
k 

k 
k 
k 



6 
6 
6 
6 
6 
6 
•6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 



7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 
7 



How. many servings PER DAY do you eat of the following...,. 

Bread, toast, rolls, sweet rolls, muffins 0123'»567 
(l slice or 1 item is a serving) 



Millc, including addition to" other foods 
(8 ounces is u serving) 

Butter or margarine 
(1 tsp. is 0 serving) 



012 3''*567 
0123'*'i67 
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/ . EATING HABITS 



How many times A VJEEK do you. 



Circle correct nuii4)er More than 7 

(specify) 

A. Eat breakfast 0123^^67 _ 

B. Eat dinner 'out • (buy it) ^ 0 1 2 3 5 6 7 1_ 

C. Eat dinner at home ' 0123^ 567 — , 

D. Have dinner with friends 0123^ 567 

E* Buy prepared dinner to take home 0123^567 _ 

P. Pack your lunch 0123^5^7 _ 

G. Eat^alone (any meal) 0123^5 6 7 

H. Eat lunch out- (buy it) 0123^^ 567 

I. Buy a candy bar or ice cream . 0123^5, 6 7 

J, Miss lunch (or skip lunch) 0123^^67 ^ 

K. Miss dinner (or skip dinner) 0123^567 

L. Have an evening snack 0123'*-'567 _ 

Are you on a special diet? 

1. no 

2. yes. Is it to ^ 

A. lose weight 

B. gain weight 

C. for ulcer 

.D. control diabetes 

E. control blood pressure 

T. lower cholesterol 

&• for anemia 

H. other ^ 

I- 

,Ai<i there certain foods you aonlt eat because they arc too expensive? 

1. no 

2, yes. They are__ - 



Are there any foods you don't eat for reason^ of your religion or beliefs? 



1. no 

2. yes. They are^ 



323 
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-.Do you refuse to eat some foods because. 

A. they give^you gas? 
!• no 

2. yes. What foods? 



B. they give you heartburn? 

1. no 

2. yes. What foods ?^_ 



Ci they give you diarrhea? 

1. no 

2. yes. What foods? 



D# they give you- pain? 

1. no 

2. yes. What foods? 



E# they give you a headache? 

1. no 

2. yes. What foods? 



F. they are too fattening? 

1. no 

2. yes. What foods? 



G. they are too acid? 

1. no 

2. yes. What foods?_ 

H. they are v.oo salty? 

1. no 

2. yes J What foods ?_ 

!• they cause acne? 

1. no 

2. ' yes-. What foods?^ 



J. for other reasons? 

1. no 

2. yes. What foods ?^ 



What reasons? 



28 
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FOOD PRBFE: 



Llka 



ERIC 



Beef 

.pork 

Veal i 

Lamb- 

Ham — - • - — 
Chicken — 
Turkey- - — - ^ 

Luncheon* meats*. 

Hot dogs 

Fish 

Tunafish - 

Shellfish 

-Eggs — . • . - . 

Pried- 

ScraB2)led 

Boiledw 

Peanut butter 

Nuts - « 

Bread, white- — - 
, Whole wheat - - - 

Bye 

other_ - 

Cereals 

Hot cooked - - - 

Cold 

Rice 

Pasta( spaghetti , etc 
Lettuce - - - - - 
Romaine- - - - - 
Endive - - - - - 
Spinach . - — - - 
Cucuaber- ~ - « 
Broccoli - - . - 
Asparagus- — - , 
Green beans - - « 

Peas « - - . 

-Lima beans ^ _ - , 
Corn ------- 

Carrots . - - - 
Cole slaw . . - . 

Sauerkraut 

Cauliflower- • - - 
Beets 

Cooked cabbage - 
Tomatoes - - 
Succotash- - ^ ^ 
Eggplant - - - 
Turnips — - - - 
Collard greens. - 

K'-tle - - 

Mustard greens- - 
Wax beans — - - 

.Pickles - 

Mushrooms - - - 
Celery -/y ^ - 
Squash/'l 1 _ - - 
Jam*y/elly-. - • - 

/ 
I' 

-I - - 



Will 
•Eat 



Will 

Hot 

Eat 



Do . I 
Not 1 
Know 



Potatoes ^mashed - 

Baked — 

French fries - - 
Vegetable soup • - 
Bean soup - - - 

Chili - 

Baked beans - - - 

Oranges 

Orange ijuice - - 

Grapefruit 

Grapefruit juice 

Fruit drink 

Caatalope 

Bananas - 

Apples 

Plums- - - - - 

Pears - - 

Grapes - - - - 

A'pricots 

Pineapple- 

Tomato 5uice — - 
V-8 Juice- - . - 
Honeydew melon 
Watermelon ^ « . 
Applesauce-- - - 
Berries- - - - 
Fruit' cocktail 
Peaches- . - • 
Cherries — - - 
Dried frtxit - - 
Whble milk^ - - 
Skiia milk powd. 
Chocolate milk 
Cheese — - - 
Cottage cheese 

"Yogurt— . 

Butter- - - - 
Margarine - - - _ 
Custard^ pudding I 
Ice cream- - - 
Cake • - - 
Pie- - - — 
Candy- 

Cookies - - - - 

Popcorn - - « 
. Potato chips - 
. Pretzels - - - - 
. Coffee-. - - \' 

Hot tea— - - \ 
^Iced tea - - . 

Hot chocolate - 
. Soda pop ~ - - 

Diet soda - - • 
. Lemonade - - 
' Doughnuts - - - 

Sweet rolls - - 
/CracSerq^ - 
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DRINKING AND. ShOKENG 
QUESTIONNAIHE 



CaseT # 



Do you di;^rik: 
(circle one) 



a, sweetened carbonated beverages 

artiflcally sweetened carbonated beverages 
both 

d, none (go to question 5) 

e, don't know which 

2. How often do you drink sweetened and/or unsweetened carbonated beverages? 

a* less than once' a day d. 6-8 times a day 

b. 1-3 times u day ' e. 9-10 times a day 

c. U-5 times a day f. more than 10 times a day 

3. When do you drink carbonated beverages? (circle 1 or more) 



a. 7-11 A.Mr 
. b. il 'A.M.-3 P.M. 
c. 3-7 P.M. 

h. How much do you drink each day? 

a. ^less than one glass per day 

1-3 glasses a day 
Q« U-6 glasses a day 



d. 7-11 P.M. 

e. 11 P.M. -3 A.M. 

f. 3 A.M. - 7 A.M. 



d. 7-8 glasses a da/ 

e. 9-10 glasses a day . 

f . more than 10 glasses a day 



5. 



6. 



Do you drink coffee? 

1. no (Go to quest on 10) 

2. yes 

How often do you drink coffee? 

a. less than once a week 

b. 1-3 times a week 

c. ^-6 times a week 

d. 1-3 times a day 



e. U-6 times a day 

f . 7-9 times a day 

g. 10 times a day 

h. more than 10 times 



a day 



When do you drink coffee? (circle one or more) 
a. 7-ll A.M. d. 7-11 P.M. 



b. 11 A.M. -3 P.M. 

c. 3-7 P.M. 



e. 11 P.M. -3 A.M. 

f. 3 A.M.- 7 A.M. 



d. 7-9 cups a day 
e# 10 cups a day. ^ 
f. more than 10 '.cups a di^y 



'8. How much coffee do you -drink each day? (circle one) 

•a. less than 1 cup 
b . 1-3 cups a day 
c' U-6 cups a day 

9. Do you drink coffee when you ate: 

a. tired 

b. bored 

c. thirsty ^ 

d. hungry, 

e. cold 

f. nervous 



g. relaxing 

h. when you want to settle your stomach 

i. when you are socializing (for example 
with friends) ^ 

i . when you want to stay alert and awake 

k. other (specify) 

( Go to question 11) 



ERLC 
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10. Why doa't you drink coffee? (circle one or more) 

a-, don't like the taste f. never was interested 

b. can't be bothered to make it g. gives you bad breath* 

c. it's not good for you • h. gives you an upset stomach 

d. keeps you awake ^ ^ i. other (specify)^ 

e. doctor told you not ^ to drink it « 

'II. Do you smoke cigarettes? ^ ^ 

1. no. '(go to question l6) " 

2. yes 

12. How* many cigarettes do you smoke each day? (circle one) 

a. ' less than ^ pack , . e. 1^-2 packs 

b. i pack; . * . f. 2 -2| packs 
- c. |-"1 pack ^ g. 2^-3 packs 

. d. l-li- pacis' - h. mOi»6 than 3 packs ' ^ 

13. When do you smoke? (circle one or more) - 

a. 7 - 11 A.M. • d. 7 - 11 P.M. 

b. 11 A.M. - 3 P.M. e. 11 P.M. - 3 A.M. 

c. 3 - 7 P.M. C. 3 - 7 A.M. 

Ik. Dcj^you smoke more when you: (circle one or more) 

a. relax ' h. are busy 

b. havj? nothing better to do i. are bored ^ 

c. are with people J. before meals 

d. are alone • k. after meals 

e. go out (social) 1. weekdays 

f. are nervous m. weekends 

g. watch TV n. other (specify)^ / 

15. Why do you smoke? (circle one or more) 

a. out of habit g. like to hold something in your hand 

b. like the taste h. don't. like ^o smoke, but can't :Jtop 

c. calias your nerves i. keeps you from overeating 

d. gives you something to do other (specify)^ 

^ e. makes you feel secure ('with it') (go to question 17)- 

f . friends smoke 

16. Why don't you smoke? (circle one or more) 

a. don't like the taste f. don't like the smell 

b. it's bad for you g. never were interested 

c. it's too expensive h. makes you cough 

d. it stains your teeth i. gives you bad breath 

e. doctor told you not to smoke j. religio'Js reasons 

k. other ( specify )_ 
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> ^ 17 • .Do you drink alcoholic l^everages? 

1. no (go to question 22) ^ \ 

^2. yes 

18. Hovr often do you drink alcoholic beverages? (circle one) 



a. less than .once a week 
1 r 3 times a week^^ . 

c. i| - 6 tiiaes a week 

d. 1 - 3 tjimes a day 



e. U - 6 tidies a day . 

f . 7 - 9 times a day 

g. 10 times a day 

*h, more .than 10 times a day 



19. What do you drink? 

(check appropriate 
box) 



a. Wine 

b. Beer 

c. Gin 

d. Vodka 

e. Whiskey 

f . Scotch ' 

g. Brandy 
h« Hum 

i. Other* 
♦specify 



How many do you have? ' 

more than 

12 ^ U 5 6 7 8 9 10 10 



20. Do you drink more when ypu are: (circle one or more) 



a. by yourself 

b, with a group of people 
Cf depressed 

d, nervous 
e# bored 
thirsty 

g, watching TV 

h, relaxing 



i« want to have a good time 

going out with other people 
k. angry 
1, lonely 

m, trying to' get to sleep 

n. tryiftg to settle your stomach 

0, other 



21. Why do you ^rink? (circle one or more) 

a. out of habit 

b. like the taste 

c. like the feeling^ it gives you 
0 d, lieXps you forget your troubles 

e. gives you something to do 

f, your friends drink 



g. to be sociable 

h. makes you feel important ('with it') 

i. helps you sleep 
j. calms you down 
k. other 



22. (from question 17). Why don*t you drink alcoholic beverages? 



a. dpn't like the taste 

b. not good for you 

c. dori*t like the effect on you 

d. doctor told you not to drink them 



e. too expensive 

f. religious reasons 

g. other^ 



-285- 



HFE SETTIN6 INVENTORY 

Part I - FaiAily & Relative Data 



Case # 



Are you at present 

A. Eoarried 

B- single - 

C# .divorced ' * • 

separated^ How often do you have contact with your spouse? (fill in one space) 

• !• tiBies per week 

2. t imes per month ^ 

3* , t imes per year ♦ 

widowed ' , , 

Are you planning to be. married within the next year? 
1« no 

2* yes • . 

How. many persons live with you? 

A. Some general information will be helpful* We need to know..... ^ 



Age Relationship 



a. child 

b . spouse 

c. friend l.m,2.f 
d«parent l.m)2.f 

e. in-law l.m,2*f 

f . other 

g . other 



1. 
2. 

3- 

5. 
6. 
7. 



Iferital 
Status 

m 

s 

d 

sep 
w 



Work Status 



Publ:: Assistance 



a . workipg-c ont rib utes 

• to hoxisehold support 

b. working-no contribut- 
ion to house support 

c. not working* (ask B*) 
d# school 
e.job training 

other 



a. is receiving P. A. 

b. was receiving P. A. 
has applied for P.A. 

d. has SSI 

e. has OVR 

f . other 

g. other 



B^.Why doesn't he/she work? (indicate person by number from chart above) 



(check as many as apply for each) 



1. can't find a job— - - 

2. not trained to work— « « - ^ « . 

3. aged •-._-.^-- — -- -. 
If. physically or emotionally unable to work 

Can you explain the problem? 

a. late effects of injury or operation - 

b. an acute medical problem ^ ^ ^ ^ ^ 
c'.a chronic medical problem _ _ _ _ ^ 

d. a mental problem (other than retardation), 

e. alcoholism^ 

f .mental retcu^dation • ^ « _ — « 
g.was in prison ^ — 

h ♦ other . — . 

i ♦ other ___ — , . 



Person (Person (Person 



Person 
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t§ all the children in your home of school age (5 - l8) in regular school? 



1. no (ask A) 

2. yea (go to question 5) 



A. How many are not? 



What is the reason? 



(check as many as apply) ^ 

1. Special school or training 
program (identify) 

2. Child needed to help at home 

3. Ifental retardation 
U. T,rouble with the law 

5. Working at a job 

6. Dropped out - not working ' 

7. Other. physical problems 



Child Age 


Child Age 


Child Age 













































(identify) 

3. Does not apply. No schbol age children. ' 

Is any menflDer of your family at present in an institution? 

1. no 

2. yes. ^mat kind of institution is it? 

A. Kind B. Institution Name, if client is willing . C. Age of person 



1. ^^ental hospital 

2. Jail 

3. Foster care 

U. School for retarded 

5, Hospital 

6.. Other 



Has anyone living with you been released from such an institution in the past 6 months? 

1. no 

2. yes* Whet was it? 

A. Mental hospital 

B. Jail 

C. Foster care 

D. School for retarded 

E. Hospital 

' F* Other ^ 
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How did you support yourself just before you applied for public assistance? 

A. Ify parents .supported me* 

B/ I worked. 

C. Ify spouse worked* 

D. Other 



When you were 10, who did jrou live with... that is, whc^was primarily responsible 
for you?« 



B. Both parents 

C. One grandparent l,m 2.f 

D. Both grandparents 

E. Other relative* 

F. Other, non-relative — 

What was the breadwinner's^ occupation when you were 10? 



\ 



A. One parent, l.m 2.f 



B. Was not working. 
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UFB SETTING INVEl^rOBY \ 
Part II - Living Arrangements 



1- Hpw loiog.have you lived where you are^now? 

A.'uBder 3 months 

under 6 months 
C. under 1 year 

under 5 years 
E. 5 years or more 

2«- Do you expect to move ^ithin the next year? 

1« no 
2. yes 

3* don^t know 

3. Are you happy with your present living arrangements? 

1. no 

2. yes 



If. Do you live in a . 

A. house 

B. trailer 
C» apartment 

p. hotel Or motel 
E. other 



How many times hpive you moved, <» • • • 

A. in the last year? 

B. in the last two years? 



6.. Who owns you:^ home? (if answer is A or. B' go to #7) 
i (if .answer is' C go to #8) 

A. the landlord 
■ B. the Public Housing Authority 

,you do. Do you still make payments on a mortgage? 

1. no 

2. yes 

7. ^ Who pays the rent? 

A, you do 

B. Welfare 

Other family or persons living with you 

D, Combination of above. and 

E. Other 

8. How many living units $ire in your building? 

A. . 1 D, 5 - ^ 

B. 2 E. 7 or more 

C. 3 - If 
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9. How many rooms do you live in? 

, A. One^' .Are your meals included? (room^ and board). 
' - " 1. no- 

2. yes 

I* 

-Do you have cooking privileges? 
3« no 
5* yes 

B« Two 

C« Three ) 

Pour 1 ' / . ' 

E« Five or more. State ^ 

10. Do you share a kitchen with another living ixntt? 

1. no , ' ' 

2. yes. How many persons share it? 

11. Do you share a bathroom with another living unit? 

1. no 

2. yes. How many persons share it? ^ 

12. How many beds in your home? 

13. ! Regarding transportation. .. .(circle answers most, true for you) 

A. You have access to i car' you can drive (but don^t own it) 

B. A family merfieinarives you where you 'xeed to go. ^ 
C» You drive the family car. 

D. You own your .own car. 

E. You depend on others- for basic transportation. 

1. Where you live, a car is really necessary. 

2. Where you live, most people use ptlblic transportation. 

Ik. Regarding telephones 

A. you do have one. 

B. You don't have one, but people can call you at a friend's number. 

C. There is no phone available where people can call you. 



15. Do you have a T.V.? 

1. no - 

2. yes 

\ 
\ 
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, LIFE SETTING Iir/BNTORY 

Part III- Interests & Activities 



Are ybu a member of any groups or clubs? 



2. 



no^ 
yes. 

A. 

B. 
C. 
D. 



Are they..... (circle as many as apply, specify where possible) 
a lodge? 

a sports club or league? 

a neighborhood or friends' group? 

a church^ or church group? 

a special gi^oup?...^ ^ , 



5. Volunteer fire wrker 

6. Auxiliary - to 

7. Other ; 

8. Other > 



1. Cooperative Extension 

2. Girl Scouts 

3. If-H 

U. Boy Scouts 

*- 

Do you, have any hobbies?^ 

1. no. ' 

2. .yes. Vfhat are they? (circle as many as apply, specify where possible) 



a; Gardening, Flowers 
3. Gardening, vegetables 

C. Handcrafts 

1. sewing 

2. knitting, crocheting 

3. refinish furniture 
k. 

5- 

D. Doing puzzles 

E. Cooking 



G. 
K. 
I. 
J, 
K. 



L. 
M. 



Sports 

Painting, artwork 

Writing 

Bishihg 

Hunting 

Music 

1. listening 

2. leaking music and listening 

Other 

Other 



F. .Watch VI 

G. Go to ^ 

H. Other 



Whet do you like to do in your free time? (circle as many as apply) 

A. hJy group or cl»ab activities 
3. Ify hobbies 

C. Play games of chance... .gamble • 

D. Play games that are not gambling 

E. Walk 

Vniich of your choices in 3 do you spend the most time doing? (indicate by letter 

A. (most time) 

3. (next most time) 

C. 

Who «do you tai*n to when you need emotional sapport? (circle as many as apply) 



A. Your spouse' 

B. Your pa-^ent 

C. A child 

D. Your minister or priest 

E. A friend 



F. GOP 

G. Other relative 

H. Someone in an agency (social worker, 
' Counselor) 

I. Doctor 
J, You'*' pe" 
K. Ho one 
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Case # 



^BK AN X in the 'box for one of the two choices for each nuciber. 



!• A./~7 Children ^feet into trouble because B>/~7 The trouble vdth most children 
their parents punish .them too much. nowadays is that their parents 

1 \ * are too easy with them. 



2. A./TT Many of the unhappy things in 
people/ s lives are partly due 
to bad luck 



B./ / People's misfortunes result 
from, the mistakes they make. 



2i Pi.n One of the major reasons why we have B.fZJ There will always be wars, no^ 
— wars is because people dorl't take matter how hard, people try to 

enough interest in politics. prevent them. 



k. A.n In the long run people get the re- B./ZZ Unfdrtunately, an individual's 
— spect they deserve in this world. worth often passes unrecognized 

no matter how hard he tries. . 



5. k.r~l llhe idea that teachers are^ unfair 
to students is nonsense. 



B./ 7 Most students don't realize the 
/ extent to which their .grades \ 
/ are influenced by accidental 
/ happenings. 



6.> ^•OJ Without the right breaks one cannot 
be an effective leader. 



B. / I Capable people who fail to be- 
come leaders have not taken 
advantage of their opportunities. ' 



7. A./ 7 No matter how hard you try, some 
people just don't like you. 



B./ / People who can't get others to 
like them don't understand how 
to get along with people. 



8* A./~7 Heredity plays the major role 

in det^mdning one's personality. 



B./ 7 It is one's experience in life 

which determines what they're like, 



9. A./ 7 I have often found that what is 
' going to happen wiU happen. 



B>/ 7 Trusting to fate has never 

turned out as well for me eis 
making a decision to take a 
definite course of action. 



10. A./~7 In the case of the well prepared 
student, there is rarely if ever 
such a thing as an unfair test. 



B. / 7 Itony times exam questions tend 
to be so unrelated to course 
work that studying is really 
useless. 



11* A*/~7 Becoming a success is a matter of 
hard work, luck has little or 
nothing to do with it, 

39 



B./ 7 Getting' a good job depends main- 
ly on being in the right place 
at the right time. 
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12. ki j I The average citizea caa have aa 

influence on governneat decisions. 



^•CU "^^^2 world Is run by the few 
people In power, and there is 
, ,not much the little guy can 
do about it. 



13. A. / / .When I inakfe plans, I am alaost 

^ certain that I can make them work. 



B./ / It is not always wise to plan 
too far ahead because many 
things turn out to be a matter 
of good or bad. fortune anyhow.. 



Aj / / There are certain- people who are 
j\ist no good. 



B, / / There is some good Itx 
everybody. 



15. A. / / In my case getting what I want has 
little or nothing to do with luck. 



16. 



A. / / Who gets to be the boss often 

depends on who was lucky enough 
to be in the right place first. 



B./ / Many times we.; might just as 

well decide what to do by 
flipping a cc^. 

B. / / Getting people to do the right 
thing depends upon ability, 
luck has little or nothing to 
do with it. 



17. A. / / As far as world affairs are con- 
, cerned, most of us are the 

vlctems 6t forces we can neither 
understand nor control. 



B> / / By taking an active part, in 
political and social affairs 
the people can control world 
events. 



18. 



19. 



A. / / Most people don^t realize the extant 
to which their lives are controlled 
by accidental happenings. 



B. / / There really is no such thing 



as 'luck* 



A. / / One should always be wining to 
admit mistakes. 



_ ^ — .....^^j^^^ 

B./a^^/ It i8^^^%ially best to cover 
up one^s mistakes. 



20. A. / / It is hard to know whether or not 
a person really likes you. 



B. / / How many friends you have de- 
pends' on how nice a person you are. 



21. A./ 7 In thjB long run the bad things 
that happen to us are oalanced 
by the good ones. 



B. / / Most misfortunes are the result 
of lack of ability, ignorance, 
•laziness,, or all three. 



22. , A.// 7 With enough effort we can wipe out 
politJ.cal corruption. 



B./ / It is difficult for people to 
have much control oveir the 
things politicians do in office. 



23. 



A./~7 Sometimes I can»t understand how 
teachers arrive at the grades 
they give. 




UO 
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B. / / There is a direct connection 
between how hard I study and 
the grades I get^ 
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2U. A^IZJ A gpbd" loader, expects people to 
decide' for themsleves what they 
shou3^d.4oj 



B,/ / A. good le^sider makes it dear 
to everybody vhat their jobs 



are. 



25* ^•OJ Many times I feel that I have little B>/~7 It is impossible for me to be- 
ihflueace over the things that lieve that chance or luck plays 

•happen to me, an important role ih my life. 



• 26. A. / / People are lonely because they 
don't try to be friendly. 



B./ / There's not much use in trying 
too hard to pleaise pe'pple^ if 
they like, you, they like you. 



27. A. / / There is too much emphasis on 
* athletics in high school. 



B. / / Teem sports cure an -excellent 
way to build character ^ 



28. A./ 7 What happens to me is my own doing. 



B./ I Sometimes I feel that I don't 

have enough control over /.the 
direction my life is taking. 



29. A,/~7 Most of the time I can't understand ^ people are 

why politicians behave the way they responsible for bad government 

do. i^*^-^^ on a national as well as on a 

iocal levels 



( 
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DATB OF gyAEtIATIO? r 1° f . 

DATE OP EEPORT . . 

CHRPrEVALUATION 



EVALUATION PROCSDUHES & SCORES 

BETA REVISED SXAMINATIOII 

HYPOCHOilLRIASIS SCAIE 

ROTIER I &. E 

16 PF-O.UTSTAKDi: 



-r 



iWeOUS psychiatric SERVICES ANP/OR HOSPITAUZATIOHS 

1 — , \ • — 

; r-T X 



PHYSICAL DESCRIPTION (include sex, age, marital status, ethaicity, dress, hygiene. 
Physical disabiiities. ititervifew behavior) — . 



, — ■ — ■ ■ \ 

^^^^^^^^^^^^^^^^ 1 

PRESENT AVAILABLE SOCIAL OR PSYCHOLOGICAL RESOURCE . * . '\ 

(contact before admission) ' \ 

Providers Name . ^^^^ Nuatoer \ 

Type of Service ' ■ ' 

'Brief History 9^ Service, - ' 



MENTAL STATUS ; 
SPEECH'" 



MOOD ^ 

/AFFECTIVE STATES_ 
THOUSHT PROCESSES 



' DISORDERS OF H3RCEPnON_ 



' INTELLECTUAL FUNCTIONING^, 
^ ORIENTATIO N . 



hEMORY_ 

JUDGE^!ENT/INSIGHT_ 
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APPRAISAL of PROBLEKS 
(Rating Scale: Cf « None, 

PHYSICAL FUNCTION 

1 Sleep Probleias 

^too*much -or too little 

2 jEating Prcblems 

•too much or too little 

3 Speech Articulation Problem 

k Other Physical Prdblems 

SXIAL REIATIOaS DISTURBANCE 

5 yith Children 

6 With Mate, Spouse 

7 With Other Family 

8 _With Other People 

OTHER SIGNS & SYMPTONS 

12 Suicioal Thoughts 

13 S\ii*cidal GestuxesvActs 

lU Anxiety, Fears, Phobias 

15 Obsessions, Compulsions 

l6 Depressed Mood, Inferiority 

17^ Somatic Concerns, Hypochondriasis 

l8 Social Withdrawal, Isolation 

19 Dependency Clining 

20 Grandiosity 

21 Suspicion, Persecution 

22 Delusions 



1 = Mild, 2 ^ Moderate, 3 = Marked) 



SOCIAL PERFOR!iANCE DISTURBANCE 
9- S chool 
10 ^Job 

11 Housekeeping 



2k Hallucinations 

23 'A ngeryBeHigerance 

26 Assultive Acts 

27 Alcohol Abuse 

28 llarcotics. Other D'^ugs 

29 Antisocial Attitv\des, Acts 

30 ^Sextial Problems 

31 Agitation, Hyperactivity 

32^ Disorientation, Impaired Itemory 

33 ^Slowed up, Lack of Emotion 

3I+ Daily Routine ^ Leisure Time 

Overall Severity of Condition 



23 Inappropriate Affect, Appearance, Behavior 35^ 

NARRATIVE SUMMARY (referral, current life setting, precipitating problem, 
current Hx, significant past Hx, employment Hx and/or education, etc*)* 



